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THE authoritative design of every 
Pilling instrument is the natural result 
of continuous, close cooperation 
with acknowledged leaders in sur- 
gery throughout the world. 


The group of instruments illustrated 
here was designed by R. H. Smith- 
wick, M.D. for use in his recently 
introduced two-stage lumbo-dorsal 
splanchnicectomy for the relief of 
hypertension.* The Willauer Scis- 
sors, shown at the right, are also 
used by Dr. Smithwick in this opera- 
tive procedure. 


These and many other new instru- 
ments of special and authentic design 
are now available to the surgical 











profession. Write today for detailed 
information to George P. Pilling & 
Son Company, 3451 Walnut Street, 
Philadelphia 4, Pa. 
*Cleveland Clinic Quarterly, 12:105-117, Oct., 1945 

1. P15532 Smithwick Hook and Spatula 
2. P15530 Smithwick Hook 
3. P15522 Smithwick Clip-Applying Forceps 
4. P15524 Smithwick Clip Rack 

P15526 Cut Clips (not illustrated) 
. P15534 Hartmann Type Forceps, large 
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6. P16765 Willauer Scissors, straight, 17 cm. 


P16766 Same, curved, |7 cm. 
P16767 Same, straight, 25 cm. 
P16768 Same, curved, 25 cm. 
P16769 Same, straight, 30 cm. 
P16770 Same, curved, 30 cm. 
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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presentation of 
the current progress, trends, and attitudes in all branches of surgery. Comp'led from 
every dependable source, this plan covers all state, national, and special journals as 
well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon and summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 


data are classified and published under the following headings: 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Therapy 21. Heart 40. Vascular Surgery 

3. Surgical Technic ‘4 22. Esophagus 41. Arteries 
4. Surgical Infections a5. Breast 42. Veins 
5. Tumors a. Diaphragm 43. Orthopedic Surgery 
: 25. Abdominal Surgery 
6. Neurosurgery a . 44. Fractures 
” 26. Abdominal Wall . 2 
. Skull ‘ . 45. Dislocations 
3 27. Hernia 
8. Brain o8 Seen 46. Bones 
>. Spine and Spinal Cord 50 Gheseeih ent Wuaio 47. Joints 
10. Peripheral Nerves oun 48. Tendons 
11. Sympathetic Nervous 30. Small Intestines 49. Amputations 
System 31. Appendix 50. Traumatic Surgery 
12. Head and Neck 32. Colon and Rectum 51. Burns 
13. Oral Surgery 33. Intestinal Obstruction 52. Shock 
14. Plastic Surgery 34. Anus 53. Transfusions 
15. Thyroid and Parathyroid 35. Liver and Biliary 54. Wounds 
16. Thoracic Surgery Tract 55. Military Surgery 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 











————————— > — 





Published Quarterly by 


WASHINGTON INSTITUTE OF MEDICINE 
1720 M Street, N. W., Washington 6, D. C. 


ADVERTISING DEPARTMENT 
2000 Connecticut Avenue, Suite 710, Washington 8, D. C. 








Subscription rate: $9.00 per year 


Entered as second-class matter Nov. 23, 1943 at the Post Office at 
Washingtoz, D. C., under the Act of March 3, 1579. 














QUARTERLY REVIEW 
of 


SURGERY 


May 1947 








ys 
- 


CONTENTS 





1. ANESTHESIA AND ANALGESIA 


Neurologic Complications of Spinal Anesthesia 

Drug Eruption Due to Sodium Pentothal 

Report of a Death from Pontocaine Hydrochloride 

Autoxidation of Diethyl Ether and Its Inhibition by Diphenylamine: A Chemical, Bio- 
logical and Clinical Study of Some Practically Important Problems oe the 
Protection of Anesthetic Ether Against Disintegration 

The Effect of Pentothal Sodium on Mean Arterial Blood Pressure in 1 the Presence of 
High Spinal Cord Paralysis 

Curare 

Combined Anesthesia, Using Pentothal, Cyclopropane, Nitrous Oxide, Oxygen 

References to Current Articles 


2. PRE- AND POSTOPERATIVE THERAPY 


Special Problems of Poor Surgical Risks Among the Aged 

Postoperative Salt Intolerance 

Water and Electrolyte Balance in Surgical Patients 

Pressure Dressings for the Prevention and Treatment of Thrombo-embolism 
References to Current Articles 


3. SURGICAL TECHNIC 


Indwelling Catheter Vs. Intermittent Catheterization 
References to Current Articles 


4. SURGICAL INFECTIONS 


Local Chemotherapy of Wounds 

Streptomycin in the Treatment of Infections 

Penicillin Ointment-Impregnated Gauze in the Local Tre atment of Infections 
Actinomycosis: The Treatment of Extensive Actinomycosis 

Streptomycin in Tularemia 

Further Studies on Ultraviolet Radiation in Surgery 

Diagnosis and Treatment of Localized Infections in the Hand 

References to Current Articles 


me hd WY 
oO 


263 


263 
263 
264 
264 


265 
266 
266 
267 
267 


268 
268 


269 


Nm NM 
Nw 
Co © 


NN 


mM NM WY ND WKY 
“SIs 
~- NON 











5. TUMORS 


Notes on Biopsy: with Special Reference to Its Use and Misuse 
The Prognosis in Cancer 
Inappropriate Treatment of Moles Predisposing to Melanotic Malignancies 


References to Current Articles 


6. NEUROSURGERY 


The Use of Gelatin Sponge in Neurosurgery 


References to Current Articles 


7. Skull 


The Management of Compound Fractures of the Skull Based on Experience with 
175 Cases 


References to Current Articles 


8. Brain 


The Surgical Problem of Intracranial Aneurysm and Related Vascular Lesions 
Subdural Hematoma 
Bilateral Frontal Lobe Leucotomy in the Treatment of Mental Disease 


References to Current Articles 


9. Spine and Spinal Cord 


Some Problems of Backache and Sciatica 

Stabilizing Operation for Asymmetrical Sacralization 

Pyogenic Infection of the Spinal Epidural Space 

The New Viewpoint Toward Spinal Cord Injuries 

Osteotomy of the Lumbar Spine for Correction of Kyphosis in a Case of Ankylosing 
Spondylarthritis 

Transpleural Rupture of a Tuberculous Spinal Abscess Treated Successfully by Strepto- 
mycin; Report of a Case 

\ Radiographic Study of Spondylolisthesis with Special Reference to Stability Deter- 
mination | 

Protruded Cervical Intervertebral Discs — A Cause of Brachial Neuritis 

Laminectomy for Pott’s Paraplegia 


References to Current Articles 


10. Peripheral Nerves 


References to Current Articles 


11. Sympathetic Nervous System 


Indications and Results of Surgery of the Autonomic Nervous System in Naval Per- 


sonnel 


285 


286 
286 


287 


287 


tN 
x 
x 











we tlw Ul 


we 











A Method for the Chemical Production of a Prolonged Sympathetic Paralysis: Report 
of its Use in Two Patients with Causalgia 

Electrocardiography in Hypertension: Study of Patients Subjected to Lumbodorsal 
Splanchnicectomy 


References to Current Articles 


12. HEAD AND NECK 


References to Current Articles 


13. ORAL SURGERY 


Nasopharyngeal Atresia: With Report on a New Procedure by Skin Graft to the Lateral 
Pharyngeal Wall 


References to Current Articles 


14. PLASTC SURGERY 


Present Evaluation of the Merit of the Z-Plastic Operation 

The Split-Thickness Skin Graft as a Covering Following Removal of a Fingernail 
Skin-Grafting the Burned Dorsum of the Hand 

Further Use of the Sickle Flap in Plastic Surgery 

Plastic Surgery in England 

Composite Free Grafts of Two Surfaces of Skin and Cartilage from the Ear 

The Primary Closure of Decubitus Ulcers 

The Effect of Penicillin and Streptomycin Applied Locally on the Take of Skin Grafts 
Release of Circular Constricting Scar by Z Flaps 


References to Current Articles 


15. THYROID AND PARATHYROID 


A More Optimistic Approach to Cancer of the Thyroid 

The Use (For Cosmetic and Biological Reasons) of Plasma-Thromboplastin Adhesion 
as Substitute for Sutures in Thyroid Surgery 

Thiouracil in the Treatment of Thyrotoxicosis: Experience of the Thyroid Clinic of 
the Columbia-Presbyterian Medical Center 

Technic of Thyroidectomy 

Thyrotoxicosis and Pregnancy ne 

The End Results of Thyroidectomy in Exophthalmic Goiter. A Twenty Years’ Post- 
operative Study of One Hundred Cases of Exophthalmic Goiter 

Hyperthyroidism in Pregnancy Treated with Thiouracil 


References to Current Articles 


16. THORACIC SURGERY 


Chest Injuries: Application of Military Experience to Civilian Practice 


The Treatment of Acute and Chronic Pulmonary Disease with Penicillin Aerosol 


288 


289 
289 


289 


290 
290 


290 
293 
293 
293 
294 
295 
296 
297 
298 
299 


301 


303 


303 
304 
304 


305 
305 
306 


306 
307 











The Thoraco-Abdominal Casualty 


References to Current Articles 


17. Chest Wall 
Desmoid of the Anterior Chest Wall 


Spinal Anesthesia for Thoracoplasty 
Results of Thoracoplasty 


References to Current Articles 


18. Pleura 


References to Current Articles 


19. Lung 


Lobectomy and Pneumectomy in Pulmonary ‘Tuberculosis 
Posterior Cordotomy for Relief of Phantom Limb Pain 
The Surgery of the Thymus Gland 


References to Current Articles 


20. Mediastinum 


Surgical Treatment of Angina Pectoris: Experience with Ligation of the Great Cardiac 
Vein and Pericoronary Neurectomy 

Surgical Treatment of the Patent Ductus Arteriosus: Report of Five Cases 

Grafts of Free Muscle Transplants upon the Myocardium 

Two Unusual Cases of War Wounds of the Heart 


References to Current Articles 


21. Heart 


Anastomosis of the Aorta to a Pulmonary Artery: Certain Types in Congenital Heart 
Disease 

Present Status of Gelatin Sponge for the Control of Hemorrhage: with Experimental 
Data on Its Use for Wounds of the Great Vessels and the Heart 


References to Current Articles 


22. Esophagus 


Combined Abdominothoracic Approach for Carcinoma of Cardia and Lower Esophagus 

Further Experiences in the Surgical Treatment of Congenital Atresia of the Esophagus 
with Tracheoesophageal Fistula 

Transthoracic Operation for Megesophagus 

An Approach to Resections of the Esophagus and Gastric Cardia 


References to Current Articles 


308 
308 


308 
309 
309 
310 


310 


310 
311 
311 
312 


312 
313 
314 
314 
315 


316 
316 


317 


317 
318 
320 
320 








> ->- Ww bh 


wv 


wr 








23. BREAST 


Two Hundred and Five Cases of Cancer of Breast Treated by Radical Mastectomy 
The Role of Roentgen Therapy in Carcinoma of the Breast 
Carcinoma of the Male Breast 


References to Current Articles 


24. DIAPHRAGM 


Recurrent Hiatus Hernia 


25. ABDOMINAL SURGERY 


Acute Conditions in Abdomen as They Concern the General Practitioner 
Intra-Abdominal Pressures 

Transverse Abdominal Incisions and Early Postoperative Ambulation 

Rupture of the Deep Epigastric Vessels 

Primary Retroperitoneal Tumors: A Report of 95 Cases and a Review of the Literature 
Gastro-Intestinal Trichinosis as a Surgical Problem 

Separation and Assay of Secretin and Cholecystokinin 

Surgical Treatment of Ascites 

A Case of Addison’s Disease Successfully Treated by a Graft 

Gunshot Wounds of the Abdomen 


References to Current Articles 


26. Abdominal Wall 


Unusual Surgical Lesions of the Umbilicus: Report of Cases of Congenital Origin 
References to Current Articles 


27. Hernia 


Obturator Hernia: Report of an Operation for Irreducible Incarceration 


References to Current Articles 


28. Peritoneum 


Artificial Pneumoperitoneum for the Diagnosis of Subdiaphragmatic Abscess 


References to Current Articles 


29. Stomach and Duodenum 


Some Results of the Gastric Secretory Response of Patients Having Duodenal Ulcer 
Noted During the Administration of Benadryl aiccets 

Clinical Observations on the Use of Benadryl: Its Effect on Histamine-Induced Gastric 
Acidity in Man 


me Nw & 
NY NO = 


Lo) 
ww 


332 
334 


335 
336 


336 
337 


337 


337 











Hematemesis Associated with Gastric Arteriosclerosis 

The Surgical Aspects of Hemorrhage from Peptic Ulcer 

Heterotopic Pancreatic Tissue in the Region of the Pyloric Orifice: A Radiological and 
Pathological Analysis of Five Cases of Clinically Suspected Peptic Ulcer in Which 
Only Pancreatic Rests were Found 

The Effect of Two New Histamine Antagonists (Benadryl and Compound 63) on 
Histamine Stimulated Gastric Secretion in the Dog 

An Ulcer Which — in the Stomach of a Man Receiving Histamine Intra- 
venously 

The Effect of Glucose on the Motility of the Stomach and Small Intestine 

The Effect of Pilocarpine on Mucus Secretions by the Pyloric Mucosa 

A Study of the Time of “Healing” of Peptic Ulcer in a Series of Sixty-Nine Cases of 
Duodenal and Gastric Craters 

Nocturnal Gastric Secretion: Il. Studies on Normal Subjects and Patients with Duo- 
denal Ulcer 

Perforated Gastric Malignancy 

The Problem of Surgical Arrest of Massive Hemorrhage in Peptic Ulcer 

References to Current Articles 


30. Small Intestines 


References to Current Articles 


31. Appendix 
Diagnosis of Acute Appendicitis in the Presence of Diarrhea 
Appendicular Mucocele 
References to Current Articles 


32. Colon and Rectum 


Volvulus of the Caecum: Report of a Case 

Megacolon in the Newborn: A Clinical and Roentgenological Study with Special Re- 
gard to the Pathogenesis 

Primary Resection of Malignant Lesions of the Large Bowel 

Diverticulitis of the Colon 

Volvulus of the Sigmoid Colon 

Complications of Chronic Non-Specific Ulcerative Colitis 

The Etiology of Ulcerative Colitis: An Analytical Review of the Literature 

Lymphogranulomatous Strictures of the Rectum. A Résumé of Four Hundred and 
Seventy-Six Cases 

Closure of the Colostomy Stoma: A Simplified Plan of Management 

References to Current Articles 


33. Intestinal Obstruction 


References to Current Articles 


34. Anus 


Pruritus Ani 
Epithelioma of the Anus 


35. Liver and Biliary Tract 


Subcutaneous Liver Ruptures and the Hepatorenal Syndrome 

Grave Ascending Cholangitis Following Cholangiography Carried Out Through the 
Cystic Duct Infected with E. Coli 

Results from Using Vitallium Tubes in Biliary Surgery 

References to Current Articles 


338 


338 


339 


340 


340 
341 
341 


342 
343 
343 
343 


345 
346 
346 


346 


347 
348 
349 
350 
350 
351 


~~ Se Ow 
4i wt wi 
mw — 


' 
| 
' 
i 














wwe wo Iv iw 


wt 





ES — A LT 








36. Pancreas 
Surgical Treatment of Carcinoma of the Pancreas and Ampulla of Vater: Analysis of 
82 Cases 
Chronic Relapsing Pancreatitis 
Islet-Cell Tumor of the Pancreas with Hyperinsulinism: A Report of Six Cases 
Massive Pancreatic Hemorrhage: Case Report 
References to Current Articles 


37. Spleen 


Splenosis: Intraperitoneal Transplants Following Traumatic Rupture of the Spleen 
Cavernous Hemangioma of the Spleen 


38. GENITOURINARY SURGERY 
Diverticula of the Prostate 
The Use of a Fibrinogen Coagulum in Pyelolithotomy 
Cancer of the Prostate (An Eleven Year Survey at the Toronto General Hospital) - 
Hydronephrosis. IV. The Surgical Treatment 
Neoplasms of the Testis 
Instrumental Perforation of the Ureter 
Instrumental Perforation of the Ureter 
Benign Prostatic Obstruction: A Comparison of Results Following Suprapubic, Trans- 
urethral, and Perineal Operative Procedures 
The Use of Alloy Stainless Steel Wire in Closing Urological Wounds 
Fibroma of the Scrotum 
The Bladder Biopsy: An Evaluation of the Cystoscopic Procedure 
A New Bladder Evacuator 
Urinary Extravasation: A Study of Sixty Cases 
References to Current Articles 


39. GYNECOLOGIC SURGERY 


Treatment of Uterine Prolapse and Herniations into the Vaginal Vault by the “Com- 
posite”” Procedure 


Endometriosis: Two Hundred Coens Considered from the Viewpoint of the Pisctt- 
tioner 


References to Current Articles 


40. VASCULAR SURGERY 


References to Current Articles 


41. Arteries 
The Role of the Microscopic Arteries, vaca the Capillaries, in the Development of 
a Collateral Circulation esti 
Actual Position of the Matas Operation in Arterial Aneurisms of Limbs. With Refer- 
ence to a Patient of the Author’s , 
Traumatic Aneurysms: A Study of Forty-Three Cases in an Overseas General Hospital 
Treatment of Extremities Following Sudden Failure of Circulation - Scciaheeas 
The Use of Tetraethylammonium in Peripheral Vascular Disease and Causalgic States: 


A New Method for Producing Blockade of the Autonomic Ganglia _.. 
References to Current Articles 7 


42. Veins 


References to Current Articles 


43. ORTHOPEDIC SURGERY 


Orthopedic Surgery in the European Theater of Operations. A Brief Résumé 
The Use and Abuse of Ber-Rest: Orthopedics _________. 


The Treatment of Paralytic Calcaneus 


361 
361 
362 
363 
363 


364 
364 


365 
366 
366 
367 
367 
367 
368 


368 
369 
369 
370 
370 
370 
371 


375 
376 


377 


377 
378 
379 


379 
380 


380 


381 
381 
382 











neoprerative Calm and 


PREOPERATIVE apprehension and exci- 
tation are readily reduced with 
Demerol, the potent analgesic, spas- 
molytic and sedative. In addition to 
psychic sedation, Demerol facilitates 
the induction of anesthesia, reduces 
the amount of anesthetic required, 
and effectively dries secretions. Com- 
pared with morphine, it entails practi- 
cally no risk of respiratory depression 
and causes considerably less nausea 
and vomiting. 


osloperative Comfort 


POSTOPERATIVE comfort is reliably 
obtained without interference with 
the cough reflex or bowel move- 
ments and with little danger of 
urinary retention. Patients in all 
age groups, regardless of the type 
of surgery or severity of pain, 
respond favorably to the drug. 
Ampuls (2 cc., 100 mg.); vials 
(30 cc., 50 mg./cc.); tablets (50 mg.); 
powder (15 Gm.) for prescription 
purposes. Council Accepted 


DEMEROL HYDROCHLORIDE 


Brand of meperidine hydrochloride (isonipecaine) 


Warning: May be habit forming. 


Narcotic blank required. 


WRITE FOR DETAILED LITERATURE 


CHiitheuape- CHEMICAL COMPANY, INC. 


DEMEROL, trademark Reg. U S. Par. Off. & Canada 


NEW YORK 13, N. Y. . 


WINDSOR, ONT. 
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1. Anesthesia and Analgesia 


Neurologic Complications of Spinal Anesthesia. 


Morris J. Nicholson and Urban H. Eversole, Lahey Clinic, Boston, 
Mass. J. A. M. A. 132:679-85, Nov. 23, 1946. 


The neurologic complications of spinal anesthesia are discussed and 
illustrative cases reported. The exact causes of these conditions often cannot 
be determined but are evidently the direct result of spinal anesthesia. That 
toxicity of the drug is a quite possible cause is indicated by the fact that the 
greatest amount of paralysis is in the nerve tissues of the cauda equina re- 
ceiving the strongest drug concentration. Paralysis following anesthesia 
may also be the result of undiagnosed pre-existing organic neurologic condi- 
tions causing more or less complete blockage of circulation of the cerebro- 
spinal fluid. Reports of the incidence of these complications have varied 
from | to 71 for heavy durocaine to 1 in 4,250 cases receiving pontocaine. 

Measures for the prevention of these complications are summarized. 
The careful cleaning and sterilizing of apparatus and the routine rinsing of 
syringes and needles with isotonic saline solution are important. The desir- 
ability of sterilizing ampules of spinal anesthetic drugs by soaking them in 
a colored sterilizing solution is emphasized because of its value in detecting 
an occasional defective and leaking ampule. 
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The necessity for prompt investigation and treatment of any patient 
in whom there is a delayed return of functions after spinal anesthesia is 
emphasized. The spinal fluid dynamics of such patients should be investi- 
gated and the subarachnoid space should be irrigated with isotonic sodium 
chloride solution to remove any remaining anesthetic. 23 references. 

[A good timely warning and could well be repeated periodically.—Eb. } 


Drug Eruption Due to Sodium Pentothal. 


G. A. Grant Peterkin, Royal Infirmary, Edinburgh, Scotland. Brit. 
M. J. 4462:52, July 13, 1946. 


A few cases of drug eruptions due to sodium pentothal have been re- 
ported, but these are rare in comparison with the widespread use of this 
anesthetic. In the case reported, the patient had twice been operated on 
because of war wounds, under sodium pentothal anesthesia. On each occa- 
sion he had developed a rash on the body, with little pruritus, which faded 
within a week. More than a year after his second operation, a tonsillectomy 
was done under sodium pentothal. The following day a similar rash devel- 
oped; there was no pruritus, only slight malaise, and all symptoms disap- 
peared in a week. Patch, scratch and intradermal tests with 2.5 per cent 
pentothal were negative, as was expected in this type of drug rash. 3 ref- 
erences. 


Report of a Death from Pontocaine Hydrochloride. 


William A. Ahroon, New Haven, Conn. Laryngoscope 56:320-23, 
June 1946. 


A case is reported in which death resulted from a second application of 
topical pontocaine anesthetic ten days after a first application had been given 
without reaction. It is suggested that the fatal reaction may have been due 
to a sensitivity developed by the patient in the interim beween the 2 doses; 
to insufficient sedation to counteract the central nervous system effect of the 
pontocaine (nembutal 0.1 Gm., morphine 0.01 Gm., scopolamine 0.4 mg. 
having been given the first time, and only barbital 0.4 Gm. in the second 
procedure); to aspiration of the drug into the pulmonary alveoli, causing 
rapid absorption; or to concentration of the pontocaine by evaporation, a 6 
per cent solution was used instead of 2 per cent. There is no known test for 
sensitivity to topical anesthetics, and every caution should be taken in their 
use. 5 references. 
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Autoxidation of Diethyl Ether and Its Inhibition by Diphenylamine: 
A Chemical, Biological and Clinical Study of Some Practically Important 
Problems Concerning the Protection of Anesthetic Ether Against Disinte- 
gration. 


Gunnar Lindgren, Stockholm, Sweden. Acta chir. Scandinav. 94:1- 
190, Suppl. 110, 1946. 


Autoxidation products such as peroxide, aldehyde and acid form with 
varying rapidity when ether is exposed to air, light and heat in varying 
amounts. Proper storage and caution are necessary in the use of ether, to 
safeguard the patient. If the peroxide percentage is greater than 5 mg. per 
100 cc., the ether should not be used for anesthetic purposes. Dark brown 
bottles for storage prevent the formation of autoxidation products. Tests 
made on mice show that the safety of ether for anesthesia is in inverse rela- 
tion to the peroxide content. 

For purposes of stabilization, and in order to prevent the formation of 
autoxidation products, 0.02 per cent diphenylamine was added to ether in 
glass bottles. It was found that it was possible to use larger bottles and to 
leave the bottles at room temperature with a cork for a stopper, and not have 
the quality of the ether deteriorate. A careful analysis of the results showed 
no unfavorable reactions. 116 references. 


The Effect of Pentothal Sodium on Mean Arterial Blood Pressure in 
the Presence of High Spinal Cord Paralysis. 


F. F. McAllister, College of Physicians and Surgeons, Columbia Uni- 
versity, New York, N.Y. Ann. Surg. 124:328-31, August 1946. 


In order to study the action of pentothal sodium on blood pressure 
when the suprasegmental impulses were eliminated high in the spinal cord 
by transection or spinal anesthesia, spinal cord transections were made be- 
tween C6 and D1 on normal dogs on whom control determinations of blood 
pressure during pentothal sodium anesthesia had been made. As with the 
controls, pentothal sodium given after spinal cord transection produced an 
initial transitory fall in pressure when injected rapidly and an initial transi- 
tory rise in pressure when injected slowly, but after ten minutes of anes- 
thesia, the average pressure was back to the average control pressure of 105 
mm. Hg. Results were the same in a dog on whom high spinal anesthesia 
was used. These findings are in contrast with ether anesthesia, which pro- 
duces a dangerous fall in blood pressure under the same conditions. 6 ref- 
erences, | table. 3 charts. 


Curare. 
Donald E.. Hale, Cleveland Clinic, Cleveland, Ohio. Cleveland Clin. 


Quart. 13:177-82, July 1946. The principal action of curare is to block the 
neuromuscular passage of impulses, particularly in the skeletal muscles. The 
alkaloid is used with any general anesthetic agent, such as cyclopropane, 
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pentothal or nitrous oxide. With cyclopropane, from 60 to 200 units of 
curare are injected initially, with supplemental injections of a half to two- 
thirds of this amount if necessary. Relaxation occurs in two to four minutes 
and lasts from twenty to thirty minutes. Tolerance is not developed to 
repeated doses, and few relatively minor side effects have been reported. 
Paralysis of the diaphragm and apnea sometimes result from larger doses, 
necessitating artificial respiration. Curare has been most often used at the 
Cleveland Clinic to facilitate closure in abdominal operations (supplement- 
ing a spinal anesthetic with pentothal); combined with pentothal anesthesia 
for laryngoscopy, laryngeal intubation, bronchoscopy and esophagoscopy; 
and to improve the exposure of the larynx for biopsy or intubation. Its use 
is contraindicated in myasthenia gravis, when artificial respiration cannot be 
done, and where there is impaired renal function. 27 references. 


Combined Anesthesia, Using Pentothal, Cyclopropane, Nitrous Oxide, 
Oxygen. 


F. Hudon, Quebec, Que., Canada. Canad. M. A. J. 54:585-88, June 
1946. 


The advantage of using pentothal is that the induction of the anesthesia 
is calmer; when the anesthetic gas is added there is neither spasm nor cough 
reflex. If pentothal is used alone, the quantity required to maintain a satis- 
factory anesthesia may depress respiration and circulation and prolong post- 
operative narcosis, calling for oxygen, analeptics and other antishock ther- 
apy. Cyclopropane in large concentrations often results in cardiac irregulari- 
ties during operation and may be the cause of postoperative cardiac compli- 
cations. Use of pentothal with cyclopropane prevents cardiac abnormalities; 
vomiting falls to 10 per cent, and there is a sustained increase in systolic 
pressure. 

Disadvantages in the use of pentothal-cyclopropane are increased bleed- 
ing, operative shock in long operations and need for postoperative watching 
of respiration. Postoperatively a free airway must be maintained to prevent 
choking. If cyanosis develops, oxygen should be administered. Coramine, 
metrazol, and picrotoxin are specific antidotes in pentothal intoxication. 
Methedrine is also very useful to control falling blood pressure during or 
after pentothal:anesthesia. Analeptics are used to aid intravenous therapy 
such as blood and plasma. 


REFERENCES TO CURRENT ARTICLES 

Before and After Morton. A Historical Survey of Anaesthesia. E. Ashworth Under- 
wood, London, England. Brit. M. J. 4475:525-31, Oct. 12, 1946. 

Combined Use of Sodium Pentoth: al, Intocostrin (acuee ), Nitrous 9 Ralph T. 
Knight, University of Minnesota, Minneapolis, Minn. Canad. M. A. J. 55:356- 
60, October 1946. 

Local Anaesthesia in Obstetrics and Gynecology, Ross Mitchell, Winnipeg, Man., 
Canada. Canad. M. A. J. 55:560-62, December 1946. 

Recent Advances in Anaesthesia. C. Langston Hewer, St. Bartholomew’s Hospital, 
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London, England. Brit. M. J. 4475:531-32, Oct. 12, 1946. 

Severe, Delayed Procaine Poisoning. Arthur Vogelsang, London, Ont., Canada. 
Canad. M. A. J. 55:289-91, September 1946. 

The Effect of d-Tubocurarine Chloride on Sensation in Man. J. H. Kellgren, A. J. 
McGowan and D. R. Wood, Oxford, England. Brit. M. J. 4484:898, Dec. 
14, 1946. 

The History and Development of Anaesthetic Apparatus. A. Charles King, London, 
England. Brit. M. J. 4475:536-39, Oct. 12, 1946. 

Theories of Anaesthetic Action. J. H. Burn and H. G. Epstein, Oxford, England. 
Brit. M. J. 4475:533-35, Oct. 12, 1946. 

The Surgeon-Anaesthetist Relationship. P. H. ‘T. ‘Thorlakson, University of Mani- 
toba, Winnipeg, Man., Canada. Canad. M. A. J. 55:489-93, November 1946. 


2. Pre- and Postoperative Therapy 


Special Problems of Poor Surgical Risks Among the Aged. 


William B. Kountz and Louis H. Jorstad, Washington University 
School of Medicine and St. Louis Infirmary Hospital, St. Louis, Mo. Ger- 
atrics 1:341-47, Sept.-Oct. 1946. 


Complications to which aged patients are subject differ only in degree 
from those of others, and more careful preoperative study is requisite, taking 
into account physiologic state of the body and extrinsic factors affecting the 
body’s degenerative processes rather than chronologic age. 

Preoperatively, maintenance of the nutritional balance is important, 
since the store of essential food substances is low; particular attention should 
be paid to blood protein and protein maintenance and vitamins ( particularly 
vitamins C and K) for wound healing. Cardiac incompetence should be 
studied and compensated for, and the reserve in tissue functions carefully 
considered. The anesthetic should be chosen to produce the minimal vis- 
ceral damage, and an adequate oxygen supply and patent airways must be 
maintained throughout the period of anesthesia. 

Greater gentleness is necessary in surgery, since tissues are easily in- 
jured by minor trauma. Postoperative measures are designed to avoid 
overloading the more rigid vascular system or producing dehydration. It 
is important to consider cardiovascular response and arterial tension since 
vessels respond less readily to changing conditions. Older patients should 
be kept at bed rest at least beyond the time of risk of strain or shock as cardiac 
infarctions are more likely to occur if too early ambulation is permitted. 
The metabolism should be considered; administration of small doses of 
thyroid (up to ™% grain daily) is helpful. Thrombosis, particularly 
cerebral, or embolism may be avoided by eliminating conditions producing 
circulatory stasis; studies of the state of hydration of the body are 
valuable. Transfusions and intravenous fluids should be given only in small 
amounts (no more than 100 cc. of fluid intravenously), even moderate 
amounts often being associated not only with heart failure but with femoral 
and mesenteric and cerebral thrombosis. The respiratory system of these 
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patients is particularly affected; care should be taken to prevent pulmonary 
vascular stasis. When these factors are considered, surgery in those past 
middle age is less hazardous than is commonly believed. 34 references. 

[A survey of appendicitis in the aged showed a much higher mortality and mor- 
bidity. One reason given for this is the fact that old people, psychologically, tend to 
minimize their pains and aches to a considerable degree and come to surgery later than 
some of the younger people.—Eb. | 


Postoperative Salt Intolerance. 


Joseph W. Nadal, Portland, Ore. Northwest Med. 45:486-88, July 
1946. 


Most surgical patients do not develop a significant salt deficiency, un- 
less these is a considerable loss of gastro-intestinal secretions, and hence saline 
administration is not only not indicated but often harmful. If the patient 
cannot drink, water is best supplied intravenously with 5 per cent glucose. 
This applies to all patients except those with intestinal obstruction, pyloric 
obstruction, gastro-intestinal suction or intestinal, pancreatic or biliary 
fistulas. 

Sodium chloride administration produces a shift in body water to the 
extracellular spaces, resulting in cellular dehydration, thirst, oliguria and 
severe salt intoxication. Reliance should not be placed on the “clinical rule” 
for administering sodium chloride, based on the plasma chloride level. It 
has been demonstrated that salt intolerance is manifested by decrease in rate 
of urine excretion, increase in the N.P.N. of the blood, fall in the carbon 
dioxide combining power, and a tendency of the plasma chloride level to 
remain constant in spite of administration of large amounts of salt if it is 
below normal. Edema is produced, either generalized, or localized to in- 
flamed areas where it interferes with wound healing. 

When saline therapy is indicated in the immediate postoperative peri- 
od, it should be given as a weak or hypotonic solution of sodium chloride or 
a buffered solution. Patients receiving the usual isotonic solution of “physio- 
logic” or “normal” saline retain 50 per cent of the sodium chloride, in con- 
trast to only 25 per cent if hypotonic solutions are given. Also, physiologic 
saline is physiologically acid; the solution administered should contain a 
proportionate amount of bicarbonate or lactate. 5 references. 


Water and Electrolyte Balance in Surgical Patients. 


Robert Elman, St. Louis, Mo. J. Missouri M. A. 43:602-603, Sep- 
tember 1946. 


The common assumption that injection of isotonic saline is the proper 
way to administer water ignores the fact that the kidneys excrete excess 
water readily but often retain excess sodium chloride. Further, operation 
and anesthesia produce protein deficiencies in the blood, impair the excre- 
tion of sodium chloride and stimulate the adrenal cortex to produce excess 
desoxycorticosterone thereby causing the body to retain more sodium chlo- 


ride. 
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If the patient receives the usual amount of 3 liters of saline per day he 
may retain more than 20 Gm. of sodium chloride. This will increase the 
osmotic pressure of the body fluids and lead to edema of the peripheral 
tissues. If, then, the patient is losing no sodium chloride by vomiting, etc., 
he should receive 2 liters daily of a compete fluid consisting of 50 Gm. of 
hydrolyzed protein, 50 Gm. of glucose and 2 Gm. of sodium chloride per 
liter of distilled water. Oral administration of fluids and foods is always to 
be preferred to the parenteral route, as soon as it can be used. It is to be 
understood, however, that if patients develop deficits during the course of 
treatment they may require additional saline, whole blood or plasma trans- 
fusions and occasionally ammonium chloride for alkalosis and sodium lac- 
tate or bicarbonate for acidosis. 


Pressure Dressings for the Prevention and Treatment of Thrombo- 
embolism. 


Arthur J. Lesser, Cedars of Lebanon Hospital, Los Angeles, Calif. 
J. A. M. A. 132:211-12, Sept. 28, 1946. 


A simple method of treatment of thrombo-embolism, by the use of leg 
pressure dressings applied from the toes to the groin, is described. De- 
tached emboli are usually formed as a result of sudden changes in intra- 
venous pressure in the presence of thrombophlebitis. This loosens -the 
thrombus from the venous wall so that it is carried toward the heart when 
the dammed venous blood is suddenly released. This is prevented by the 
pressure dressings. Cotton and adhesive tape may be used. This method 
prevents loosening of a thrombus by preventing venous distention. It may 
also be used as preoperative prophylaxis in obese or cardiac patients, or those 
having a previous history of thrombophlebitis. 2 references. 2 figures. 


REFERENCES TO CURRENT ARTICLES 

Anuria Resulting from Allergic Edema Following Administration of Sulfadiazine in 
a Patient with Asthma. Aaron N. Finegold, Beth Israel Hospital, New York, 
N. Y. J. Urol. 56:652-57, December 1946. 

Apparent Sensitivity to Amigen. Harold J. Harris, Onslow A. Gordon and Robert 
Gray, Westport, N. Y., Lyman G. Barton, Plattsburg, N. Y. J. A. M. A. 132: 
785, Nov. 30, 1946. 

Ascorbic Acid, Riboflavin, Thiamin, and Nicotinic Acid in Relation to Severe Injury, 
Hemorrhage and Infection in the Human. S. M. Levenson, R. W. Green, F. H. 
L. Taylor, P. Robinson, R. C. Page, R. E. Johnson and C. C. Lund, Boston, 
Mass. Ann. Surg. 124:840-56, November 1946. 

Chemical Alterations Occurring in the Surgical Patient and Their Interpretations. 
William E. Abbott, Wayne University College of Medicine, Detroit, Mich. Sur- 
gery 20:770-85, December 1946. 

Clearance and Saturation Tests of Renal Function. Thomas Findley, Tulane Uni- 
versity School of Medicine, New Orleans, La. §. Clin. North America 26:1230- 
46, October 1946. 

Early Rising of Patients Following Surgery. Rudolph Marx, Cedars of Lebanon 
Hospital, Los Angeles, Calif. West. J. Surg. 54:275-78, July 1946. 
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High Protein Therapy: Clinical Effectiveness of Oral Administration of a New Pro- 
tein Preparation As Determined by Nitrogen Balance Studies. Donald D. Kozoll, 
William S. Hoffman, Karl A. Meyer and Thelma Garvin, Cook County Hos- 
pital, Northwestern University Medical School, Chicago, Ill. Arch Surg. 53: 
683-701, December 1946. 

Hospital Convalescence Management. (Editorial). Richard W.. Lippman, Am. J. 
Surg. 72:635-40, November 1946. 

Massive Pulmonary Embolism. Harold Neuhof and Samuel H. Klein, Met. Sinai 
Hospital, New York, N. Y. J. Mt. Sinai Hosp. 13:99-105, July-Aug. 1946. 

Postoperative Pulmonary Embolism. J. J. Smyth and M. G. Gillespie, Duluth, Minn. 
Surgery 20:180-85, August 1946. 

Precision in the Care of the Operative Patient. Ralph T. Knight, University of Min- 
nesota, Minneapolis, Minn. Canad. M. A. J. 55:562-64, December 1946. 

Sulfathiazole Anuria with Recovery Following Renal Decapsulation. A. H. Kleiman 
(Major, M.C., A.U.S.), Minneapolis, Minn. J. Urol. 56:596-601, November 
1946. 

‘The Use and Abuse of Bed-Rest: Surgery. Edward B. Speir, Seattle, Wash. West. 
J. Surg. 54:328, August 1946. 


3. Surgical Technic 


Indwelling Catheter vs. Intermittent Catheterization. 


FE. S. Hicks, Brantford, Ont., Canada. Canad. M. A. J. 55:69-70, 
July 1946. 


Study of 2,000 cases, mostly women, requiring catheterization fol- 
lowing major surgery, resulted in the conclusion that an indwelling cath- 
eter is more satisfactory than intermittent catheterization because the in- 
dwelling catheter is introduced into the bladder properly since it 1s done in 
the operating room, abdominal distension 1s avoided, the chances of injuring 
an empty bladder during surgery are less, and the incidence of morbidity 
from catheterization has been reduced from 18 per cent to 3 per cent by this 
method. The French winged catheter (12 to 16), the Foley catheter, or 
the Pezzer catheter may be used for this purpose. 

[In these days of intravenous infusions of good sized amounts of fluid and blood 
while the patient is unconscious, it is essential that the bladder be emptied. ‘The in- 
dwelling catheter ( Foley ) is of great help, but sometimes the tubes leading to the 
receptacles get kinked or twisted by the patient’s own exertions or body resting on the 
tube. Intelligent nursing, with orders to catheterize whenever the bladder seems full 
does much to relieve these unpleasant complications.—Ep. | 


REFERENCES TO CURRENT ARTICLES 

A Comparison of Silk and Nylon as Suture Material. Merrill N. Foote, St. John’s 
Hospital, Brooklyn, N. Y., George R. Gerst, Montefiore Hospital, New York, 
N. Y. and Seymour W. Meyer, The Golden Clinic, Elkins, W. Va. Am. J. 
Surg. 72:540-44, October 1946. 

A Study of the Absorption Characteristics of Surgical Catgut. Gotfred Haugaard, 
Lawrence A. Thoennes and MafWin J. Hall. Surg. Gynec. & Obst. 83:521-27, 
October 1946. 
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Historical Aspects of Aseptic Surgical Technic. Josiah C. Trent, Duke University 
School of Medicine, Durham, N. C. S. Clin. North America 26:1035-52, Oc- 
tober 1946. 

Radiosurgery: Foreign Bodies in the Neck Removed Under Fluoroscopic Control. 
Carlos Santos, University of Lisbon, Portugal. §. Clin. North America 26:1283- 
91, October 1946. 

Refrigeration in Surgery. Harold I. Miller and Paul R. Miller, Boston, Mass. Am. 
J. Surg. 72:694-99, November 1946. 

Studies on the Use of Gelatin Sponge or Foam as an Hemostatic Agent in Experi- 
mental Liver Resections and Injuries to Large Veins. Higer Perry Jenkins and 
Rudolph Janda (Lt., M.C., A.U.S.), University of Chicago School of Medicine, 
Chicago, Ill. Ann. Surg. 124:952-61, November 1946. 

Tale Granuloma. A. L. Lichtman, John R. McDonald, Claude F. Dixon and 


Frank C. Mann, Rochester, Minn. Surg. Gynec. & Obst. 83:531-46, October 
1946. 


4. Surgical Infection 


Local Chemotherapy of Wounds. 
Editorial. J. A. M. A. 132:333-34, Oct. 12, 1946. 


Report of an investigation of the toxicity, speed of action and fate in 
the tissues of the newer antibacterial substances are discussed. Streptomycin, 
sulfamylon, calcium penicillin, parachlorophenol, tyrothricin and zephiran 
were tested. The last 3 substances were found to be toxic to tissue cells 
kept constantly in contact with them in the antibacterial dilutions commonly 
used and may only be used on granulating wounds. Sulfamylon in 5 per 
cent solution was found to be comparatively nontoxic and rapidly bacteri- 
cidal, active in the presence of pus and blood and not affected by local acid- 
ity. Streptomycin was next best being comparatively nontoxic and acting 
promptly in the presence of blood. It was followed by calcium penicillin 
which is nontoxic but has a narrow antibacterial range and is easily destroyed 
by changes in py. It is practically worthless in treating a mixed infection. A 
mixture of sulfamylon 5 per cent and streptomycin is nontoxic, comparative- 
ly stable and has an almost complete antibacterial range including gas 
anaerobes. A series of 30 contaminated wounds was successfully sutured 
with the aid of this mixture but it was unsuccessful in the treatment of open 
wounds having sloughs and sequestrums. Antibacterial agents requiring 
some time to act are unsatisfactory for local chemotherapy. 

[In the old infected wound, chloryphyl has been of great help to one editor. It 
is anaerobic in the form of solution. It stimulates not only connective tissue, but also 
epithelial tissue. It is especially valuable in roentgen-ray burns and in cavity wounds 
such as in the vagina.—Ep. | 
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Streptomycin in the Treatment of Infections. 

The Committee on Chemotherapeutics and Other Agents, National 
Research Council. J. A. M. A. 132:70-77, Sept. 14, 1946 

A study of the action and use of streptomycin indicates that it is an 
excellent antibacterial agent which may be administered by any parenteral 
route, preferably intramuscularly. Oral administration is ineffective. Strep- 
tomycin was disappointing in gastro-intestinal infections but its action in 
peritonitis warrants further study. It inhibits tubercle bacilli but other 
established treatments must be used concurrently for satisfactory results. 
It is exceptionally valuable against infections caused by gram-negative 
bacilli, especially genito-urinary infections and meningitis. It should be 
injected directly into the pleural cavity or subarachnoid space in empyema 
or meningitis. The dosage varies with the type and susceptibility of the 
infecting organism. A blood concentration is required of at least 4 to 8 
times that necessary to kill organisms im vitro. Streptomycin failures are 
largely caused by treatment of infections not susceptible to the drug, inade- 
quate dosage or development of streptomycin resistance by the infecting 
organism. Histamine-like reactions are fairly common. 20 references. 
13 tables. 


Penicillin Ointment-Impregnated Gauze in the Local Treatment of 
Infections. | 


Frederic E. Mohs, University of Wisconsin Medical School, Madison, 
Wis. Arch. Surg. 52:466-78, April 1946. 


Topical application of penicillin powder has had the disadvantages of 
lack of adequate penetration into crevices and tracts, too rapid absorption 
and excretion, and, in the case of powdered sodium penicillin, there has 
been tissue irritation. Penicillin solution, locally applied, is inefficient be- 
cause of the draining away of the solution, the necessity for large amounts 
of solution and the difficulty of maintaining contact with all parts of the 
lesion and in keeping dressings properly moist. 

To overcome these disadvantages, the author describes a penicillin 
ointment-impregnated gauze for local penicillin therapy. A satisfactory 
ointment, containing 500 Oxford units of penicillin per gram, is prepared 
according to the following formula: 150 Gm. of Aquaphor, 30 Gm. of 
Carbowax 1500 (manufactured by Carbide and Carbon Chemicals Corp.), 
and 100,000 units of sodium penicillin dissolved in 20 cc. of isotonic solu- 
tion of sodium chloride. The Aquaphor-Carbowax mixture is sterilized by 
autoclaving, and cooled to 65 C., at which temperature, the penicillin solu- 
tion is added with vigorous stirring until solidified or until poured on gauze 
strips. It may become advisable to increase the potency of the ointment to 
1,000 units per gram. The ointment is stored in the refrigerator where loss 
of activity is less than one-fourth as rapid as at room temperature. The arti- 
cle also contains detailed instructions for the preparation of the gauze itself. 

Half the penicillin strength of the gauze is steadily fed into the infect- 
ed surface over a twenty-four hour period. The rate of penicillin loss is 














nr ~~ HF SH 63S OR 


ns fast Seeteet 20 | 6 








QUARTERLY REVIEW OF SURGERY 271 





much more rapid when there is profuse drainage through the gauze; there- 
fore daily dressings are advisable for maximum therapeutic effects, except 
in mild infections. 

Penicillin gauze is laid on flat infected surfaces, with a sterile cotton or 

gauze dressing. For irregular surfaces, retention of gauze in the crevices 1s 
assured by placing cotton atop the gauze before the whole is bandaged. A 
single layer of penicillin gauze is used if it is desirable to allow seepage of 
drainage through the. meshes. Scant drainage allows use of 2 or 3 layers 
of gauze resulting in maximum penetration of the penicillin. Penicillin 
sensitivity of the infecting organism should be determined in all cases. 

In the group of 104 cases treated by means of local application of peni- 
cillin ointment-impregnated gauze, there were no allergic reactions. Local 
penicillin therapy is sufficient in patients with temperatures below 101 F., 
but systemic administration is required when the temperature is higher. 
Parachlorophenol, in 1:400 concentration, added to the Aquaphor-Carbowax 
mixture at the same time as the penicillin solution, has been found to be 
advantageous in eliminating penicillin-resistant organisms. 12 references. 
4 figures. 


[ Penicillin-impregnated gauze is excellent for bedsores.—Eb. | 


Actinomycosis: The Treatment of Extensive Actinomycosis. 


Fred Kolouch and Leonard F. Peltier, University of Minnesota, Min- 
neapolis, Minn. Surgery 20:401-30, September 1946. 


A cured case of advanced abdominal actinomycosis is reported and an 
evaluation of results obtained by various technics in the treatment of this 
disease is presented. The 3 types of actinomycosis are discussed. Surgical 
treatment consists of radical incision, excision and curettage followed by 
potassium iodide orally and Lugol’s solution locally. Chemotherapy and 
irradiation have: been moderately successful. Specific actinomycosis vaccine 
and thymol in 2 Gm. doses daily for seventeen days have both given fine 
results. Sulfathiazole and sulfadiazine are the most successful sulfonamides 
but best results are obtained when combined with surgery. They are re- 
ported to be more effective than penicillin, results from which vary with the 
varying sensitivity of different strains of actinomycosis to penicillin. Gen- 
eral supportive treatment is important. Early diagnosis is very important 
for the successful treatment of actinomycosis as the early lesions respond to 
any recognized treatment while extensive lesions threaten life. 187 refer- 
ences. 5 figures. 


Streptomycin in Tularemia. 


Abraham M. Gordon (Capt., M.C., A.U.S.). J. A. M. A. 132:21-22, 
Sept. 7, 1946. 


A case of tularemia successfully treated with streptomycin is reported. 
This patient was seriously ill with extreme toxemia and carphologia. He 
also developed pneumonia. Sulfadiazine and penicillin were used ineffec- 
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tively. A total of 6,000,000 units of streptomycin was given in seven days 
with prompt improvement followed by recovery. There were no complica- 
tions caused by streptomycin. It has been shown that streptomycin is rapidly 
excreted and must be given frequently in large doses for the best results. 
In this case, 125,000 S. U. were given intramuscularly every three hours. 
3 references. 1 chart. 


Further Studies on Ultraviolet Radiation in Surgery. 


Roy Fraser, Mount Allison University, Sackville, N. B., Canada. 
Canad. M. A. J. 55 -457-59, November 1946. 


Having first tested the bactericidal efficiency of the ultraviolet equip- 
ment used, two series of experimental operations were performed under 
ultraviolet irradiation. The first and most extensive series was reported in 
an earlier paper (Canad. M. A. J. 51:403-409, 1944) and a second series 
is reported in this paper. 

Direct field irradiation within proper limits caused no injury to ab- 
dominal viscera or to leg muscles, arteries, veins, nerves, and periosteum. 
Postoperative adhesions were rarely observed. 

The use of ultraviolet germicidal equipment in hospitals and other 
institutions is increasing. This is partly due to improved fixtures and better 
placing of them, thus overcoming earlier handicaps in their use in operating 
rooms. As the eyes of the operating team must be protected from direct or 
reflected radiation, safety measures are described. The planning of oper- 
ating room surfaces in the future will probably prevent any ultraviolet re- 
flection from ceilings and walls. 

In view of our increased understanding of air-borne infection, every 
means of safeguarding operative wounds from micro-organisms in the air 
of the operating room deserves the fullest consideration, and ultraviolet 
radiation has already received both clinical and experimental study. 1 ref- 
erence. 

Author’s abstract. 

[One editor finds that ultraviolet radiation occupies an especially valuable role 
in the local treatment of tuberculous sinuses.—Ep. | 


Diagnosis and Treatment of Localized Infections in the Hand. 


William H. Requarth (Comdr., M.C., U.S.N.R.). U.S. Nav. M. 
Bull. 46:1354-67, September 1946. 


Hand infections begin as acute spreading inflammations. The infec- 
tion must be localized before the hand is incised and localization is indi- 
cated by a firm, very tender local swelling surrounded by an erythema which 
has changed from a fiery red to a deeper violet. 

Preliminary cleansing involves gentle washing with soft cotton, soap, 
and sterile water, and no antiseptics should be employed. General anes- 
thesia with sodium pentothal or nitrous oxide is preferred. A bloodless site 
can be obtained by inflating a blood pressure cuff around the arm to 250 
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mm. of mercury, with the arm elevated for about forty-five seconds. The 
incision should be parallel to or directly over the flexion creases and never 
down the midline of the fingers. 

In a felon there is not only pain but also a firm swelling limited 
exactly to the distal phalanx. An incision should be made without delay 
along the lateral aspect of the phalanx, but not around the end of the finger. 
The treatment of osteomyelitis which usually follows inadequate drainage 
is conservative. 

Paronychia may be stopped by warm dressings or soaks, but if pus 
remains under the nail a longitudinal incision is made along the side of the 
nail proximally, the skin retracted over the base, and the undermined part 
cut away. The eponychium is held back for twenty-four hours by vaseline 
gauze. 

To control a collar-button abscess in the fatty tissue of the palm, an 
incision is made ™% inch proximal to the web and parallel to the distal 
palmar flexion crease. 

Infections of the tendon sheaths of the index, middle, and ring fingers 
are diagnosed by the facts that the involved finger: (a) is symmetrically 
swollen throughout; (b) is held in semiflexion; (c) is markedly tender 
along the course of the sheath; (d) is very painful upon extension. The 
incision is made along the radial side of the index finger and along either 
side of the other two fingers. It is started at the distal digital flexion crease 
and carried to the base of the finger. Drainage of the proximal blind end 
of the sheath is produced by a transverse palm incision 1 inch proximal to 
the web. 

In infections of the little finger and thumb, the symptoms are simi- 
lar to those in other fingers with additional symptoms resulting from bursal 
involvement. The sheath of the little finger is opened by an incision along 
its ulnar aspect and an incision is made parallel to the hypothenar eminence 
from the distal palmar flexion crease to the proximal part of the palm. The 
sheath of the thumb is opened along its ulnar aspect and the bursa is 
drained through an incision which curves along the palmar border of the 
thenar eminence. 

Infection of the middle palmar space causes obliteration of the palmar 
concavity, pain on finger motion, and a hard, indurated, tender palm. It is 
drained through a transverse incision along the distal palmar crease. 

Drainage for the dorsal subcutaneous and subaponeurotic spaces is 
obtained by a longitudinal incision from the metacarpal heads toward the 
wrist for 2 inches. Drainage for digital subfascial infections is secured 
through an incision on the lateral aspect of the finger. The treatment of 
superficial bite wounds is debridement and immobilization. The hand is 
kept in a warm, moist dressing, and 20,000 units of penicillin are given 
every two hours. In late wounds all necrotic tissue should be excised and 
zinc peroxide is introduced. 

Drains should consist of light strips of vaseline gauze. Sulfonamides 
and penicillin are useful only in the early stages. The hand should be 
soaked, debrided, dried, dressed and splinted. The hand should be kent in 
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the position of function and moved at each soaking. 5 references. 5 figures. 

| A famous New York surgeon once remarked that there were many surgeons 
in New York City who could operate on him for appendicitis, but only three whom he 
considered qualified to take care of a hand infection.—Eb. | 
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Allergic Reactions to Penicillin. A. I. Suchecki, St. Charles’ Hospital, London, Eng- 
land. Brit. M. J. 4485:938-40, Dec. 21, 1946. 

Ambiguous Inhibition of Staphylococci by Penicillin Inactivated with Penicillinase. 
R. F. Hunwicke, Greenford, England. Brit. M. J. 4483:855-56, Dec. 7, 1946. 

An Analysis of the Experience with Streptomycin Therapy in United States Army 
Hospitals. Preliminary Report. Michael E. DeBakey (Col., M.C., A.U.S.) and 
Edwin J. Pulaski (Capt., M.C., A.U.S.). Surgery 20:749-60, December 1946. 

Case of Lymphogranuloma Vencrewn (Porad Enolymphitis) in a White Female. 
Walter J. Cole and Thomas C. Jewell, Toronto Western Hospital, Toronto, 
Ont., Canada. Canad. M. A. J. 55:379-81, October 1946. 

Control of the So-Called “Unexpl: ained Infections” in Surgical Wounds with Par- 
ticular Reference to Thoracic Surgery. Deryl Hart and James D. Moody, Duke 
University School of Medicine and Duke Hospital, Durham, N. C. S$. Clin. 
North America 26:1071-81, October 1946. 

Diagnosis of Thenar Space Abscess. Wm. R. Moses, Gallinger Municipal Hospital, 
Washington, D.C. Am. J. Surg. 72:583-84, October 1946. 

Penicillin in the Treatment of Established Surgical Infections. A Systematic Study 
of 744 Including 82 Septicemias. Frank L. Meleney, New York, N. Y. Ann. 
Surg. 124:962-80, November 1946. 

Tularemia. John W. Scott and R. A. L. Macbeth, University Hospital, Edmonton, 
Alba., Canada. Canad. M. A. J. 55:564-66, December 1946. 

The Virus of Lymphogranuloma Venereum. W. C. A. Comment. Gastroenter- 
ology 7:696-97, December 1946. 


5. Tumors 


Notes on Biopsy: With Special Reference to Its Use and Misuse. 


David A. Wood (Comdr., M.C., U.S.N.R.) and Sydney F. Thomas 
(Lt., M.C., vu “S.N.R.). U.S. Nav. M. Bull. 46:1453-61, September 1946. 


Biopsy is important in malignant diseases for diagnosis, prognosis and 
therapy. It determines diagnosis, degree of histologic differentiation, and 
the anatomical extent of a tumor. 

To preserve tissue structure, unnecessary squeezing of tissue should be 
avoided. The size of the biopsy ‘should be adequate for histologic grading. 
Choice of fixative, early fixation, and proper staining are important. 
A minimum of time should elapse between biopsy and treatment. Properly 
performed biopsy is less dangerous than is rough handling of neoplastic 
tissue. 

In skin cancers which vary widely in histologic differentiation, biopsy 
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not only serves to establish diagnosis but helps determine the type of treat- 
ment and irradiation dosage. Biopsy should never be done on a suspected 
melanoma. An early diagnosis of lesions of the lip is important and is 
best accomplished by a punch-type biopsy (under irradiation) with a 5 mm. 
punch. Biopsy of the ear, nose and throat is technically difficult and only 
the earliest and most radical surgery or irradiation can offer a cure. In the 
neck, excisional lymph-node biopsy is essential to differentiate the lesion 
and its stage of development; the needle-biopsy method is useful when an 
operation cannot be performed. In cancer of the lungs and pleura, tissues 
are obtained by the bronchoscope or by thoracotomy. If pleural fluid is 
present, the centrifuged sediment of aspirated fluid enclosed in a collodion 
sac is fixed, sectioned and stained. Frozen-section diagnosis is important 
in testicular tumors. Prostate malignancy is diagnosed by biopsy and the 
tissue is removed transurethrally through the cystoscope. In bone lesions, 
roentgen diagnosis may be uncertain and it is mandatory to do a biopsy, 
usually with a tourniquet proximal to the lesion. The breast as a place of 

probable primary origin should be suspected when an axillary biopsy shows 
carcinoma. Each axillary lymph node should be studied. To diagnose 
malignancy in the hematopoietic tissues, bone marrow aspiration and smear 
should be supplemented by biopsy. The sternal bone marrow in the male 
and the ilium in the female are favorable sites of biopsy. 


The Prognosis in Cancer. 


Norman A. McCormick, Windsor, Ont., Canada. Canad. M. A. J. 
55:460-65, November 1946. 


From 1936 to 1945, inclusive, 2,300 patients with cancer were treated 
on the Neoplastic Service or the Cancer Clinic of the Metropolitan Gen- 
eral Hospital at Windsor. Of these patients 38 per cent survived and 
appear well after five or more years. Cure should be the objective in 80 
per cent of patients and 75 to 80 per cent of these can be cured if treated 
early. Delay on the patient’s part is brought about by ignorance, procras- 
tination or fear of the truth and such delay rests on the medical profession 
to some degree as it should enter into the education of the public to seek 
treatment early. Of the total patients 58 per cent were treated for cure and 
a net 69.4 per cent of these have survived the five year period. 4 refer- 
ences. 1 table. 

[Sixty-nine and four tenths per cent of 58 is 40 per cent and not 38 per cent 


as stated above. ‘This slight discrepancy may be caused because skin cancer cases 
were excepted in one instance.—Ep. | 
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Inappropriate Treatment of Moles Predisposing to Melanotic Malig- 
nancies. 


Paul Stirling Putzki and James H. Scully, George Washington Uni- 
versity School of Medicine and Georgetown University School of Medicine, 
Washington, D.C. M. Ann. District of Columbia 15:320-24, July 1946. 


Three cases of malignant melanomas following electrodesiccation of 
moles on the head and neck, 2 of which were fatal, are presented to demon- 
strate the importance of early diagnosis of moles in the process of trans- 
formation from the benign to the malignant and of radical excision before 
there is any evidence of real activity. 

The pigmented mole of the skin, most often on the head and feet, is 
the commonest site of malignant melanomas; extension occurs directly, 
through lymphatic vessels or by the blood stream. Any pigmented lesion 
of the skin may become malignant. Signs of transformation to a malignant 
state are sudden increase in size and vascularity, darkening in color, super- 
ficial ulceration and bleeding. Moles in places subject to irritation should 
be removed. 

Treatment is a wide, deep, radical excision of the lesion with a sufh- 
ciently wide margin of normal tissue and subcutaneous tissue. Such pro- 
cedures as electrocauterization and desiccation should not be done because 
of danger of irritation. There is no satisfactory treatment of malignant 
melanomas; prognosis is poor if metastasis has occurred. In early cases 
of malignant melanomas, radical excision should be followed by heavy doses 
of roentgen rays. In late cases, roentgenologic treatment may be given as 
a palliative measure. 13 references. 


REFERENCES TO CURRENT ARTICLES 


Cytotoxic Factor in the Blood of Cancer Patients. G. Roskin, University of Moscow, 
Moscow, U.S.S.R. Am. Rev. Soviet Med. 4:115-17, December 1946. 

Diagnosis of Malignant Growths from Fresh Smears. A. Y. Altgauzen, Ukraine 
Central Institute of Roentgenology, Radiology and Oncology, Moscow, U.S.S.R. 
Am. Rev. Soviet Med. 4:148-51, December 1946. 

Malignant Granular Cell Myoblastoma of the Gluteal Region. Lauren V. Ackerman, 
Ellis Fischel State Cancer Hospital, Columbia, Mo., and C. Ray Phelps, Kansas 
City General Hospital, Kansas City, Mo. Surgery 20:511-19, October 1946. 

Observations on the Surgical Relief of Pain in Cancer. Frank Turnbull, Vancouver, 
B. C., Canada. Canad. M. A. J. 55:241-44, September 1946. 

On the Filtr: ibility of ‘Tumors Induced by 1,2,5,6,-Dibenzanthracene. L. A. Silber, 
Central Institute of Epidemiology and Microbiology, Moscow, U.S.S.R. Am. Rev. 
Soviet Med. 4:100-105, December 1946. 

The Toxicity of Blood in Cancer. Se ey oy of Malignant Tumors. G. Roskin, 
University of Moscow, Moscow, U.S.S.R. Am. Rev. Soviet Med. 4:118-27, 
December 1946. 

Therapy for Soft Tissue Sarcomas. An Experimental Study. M. E. Maun, F. C. 
Jewell and W. F. Dunning. St. Mary’s Hospital, Detroit, Mich. Surg., Gynec. & 
Obst. 83:653-56, November 1946. 


Toxin Therapy of Experimental Cancer. The Influence of Protozoan Infections 
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upon Transplanted Cancer. G. Roskin, University of Moscow, Moscow, U.S.S.R. 
Am. Rev. Soviet Med. 4:111-15, December 1946. 

Trends in Cancer Research in the U.S.S.R. L. M. Shabad, Institute of Norman and 
Pathologic Morphology, Academy of Medical Sciences, Moscow, U.S.S.R. Am. 
Rev. Soviet Med. 4:166-74, December 1946. 

Tumor Origin as Determined by Tissue Culture. A. D. Timofeyevski, Moscow, 


U.S.S.R. Am. Rev. Soviet Med. 4:106-10, December 1946. 


6. Neurosurgery 


The Use of Gelatin Sponge in Neurosurgery. 


Walter D. Abbott and Frank C. Coleman, Mercy Hospital, Des 
Moines, lowa. J. A.M. A. 132:329-30, Oct. 12, 1946 


A method of controlling hemorrhage by the use of gelatin pledgets 
dipped in topical thrombin is described. The usual methods of surgical 
hemostasis have not always been successful in neurosurgery and the applica- 
tion of crushed muscle has not always been practical because the piece of 
muscle was too easily moved away from the source of hemorrhage. Hemo- 
stasis by hot sponges or mechanical wound packing is frequently unsatisfac- 
tory in delicate soft tissue such as the brain, spinal cord or nerves. Fibrin 
foam was a quite efficient hemostatic agent but impractical because of difh- 
culty of procurement. Partially denatured gelatin is spongy and was found 
to control bleeding. Successful experiments were then made using gelatin 
sponges dipped in topical bovine thrombin. These adhered quite well to 
the bleeding surface and controlled hemorrhage without producing a tissue 
reaction. Special gelatin pledgets dipped in topical thrombin were devised 
because of the difficulty in obtaining the gelatin sponges. Their preparation 
is described. Commercial methods of preparing these pledgets have not 
killed certain types of spores but repeated bacterial studies of them in use 
have been consistently negative. A list of 83 neurosurgical operations in 
which this hemostatic agent has been successfully used without local or 
systemic reaction is presented. The pledgets are not satisfactory however 
in preventing arterial bleeding. 6 references. 


REFERENCES TO CURRENT ARTICLES 
Bulb Irrigator for Use in Neurosurgical Surgery. W. H. Bridgers (Capt., M.C., 
A.U.S.), Raleigh, N.C. J. Neurosurg. 3:257-59, May 1946. 
Cushing’s Syndrome. Peter Heinbecker, Washington University School of Medicine 
and Barnes Hospital, St. Louis, Mo. Ann. Surg. 124:252-61, August 1946. 
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7. Skull 


The Management of Compound Fractures of the Skull Based on Ex- 
perience with 175 Cases. 


K. Sartorius. Clin. Proc. 5:45-58, April 1946. 


In a compound fracture of the skull, the first consideration is the 
examination of the patient, with a neurologic examination to aid in deter- 
mining the extent of infury. Of primary importance is the early closure 
of the wound, as an aid in the prevention of infection. 

One hundred and sev enty-five cases are reported, in 25 cases the dura 
mater was penetrated, 11 cases had cerebral laceration. The dura mater was 
not closed in any of the cases. A debridement was done with great care, 
and the wound was copiously irrigated. Practically all of the cases were 
operated on eight hours after the injury, or sooner. An enlargement of the 
scalp wound ~ often necessary to facilitate closure. Best results are ob- 
tained with an S-shaped type of scalp incision. Local anesthesia was used in 
all cases. Burr holes were sunk, and any depressed fragments were raised. 
Any fragments of bone in the cortex should be removed. In cases where the 
frontal sinus is involved, the mucosa is removed at the time of operation. 

In the after-care of the patients great attention is paid to signs of in- 
creasing cerebral edema. A surgical decompression may be necessary. Occa- 
sionally a lumbar puncture is performed. With the early closure of the 
wound, a low mortality rate can be expected. 





REFERENCES TO CURRENT ARTICLES 

A Method of Cranioplasty Using a Ready-Made Tantalum Cranioprosthesis. Hunter 
J. MacKay A t., M.C., U.S.N.R.) and Lawrence A. Russell (Lt., M.C., U.S. 
N.R.), U. S. Naval Base Hospital 18, Guam, Marianas Islands. Surgery 20 :830- 
44, ~ deeb 1946. 

Cranioplasty with Acrylic Plates. Charles W. Elkins (Lt. Col., M.C., A.U.S.) and 
James E. Cameron (Major, M.C., A.U.S.), Newton D. Baker General Hospital, 
Martinsburg, W. Va. J. Neurosurg. 3:199-205, May 1946. 

The Closure of Skull Defects. Rudolph Jaeger, Jefferson Medical College and Hos- 
pital, Philadelphia, Pa. Plast. & Reconstruct. Surg. 1:69-78, July 1946. 


8. Brain 


The Surgical Problem of Intracranial Aneurysm and Related Vas- 
cular Lesions. 


_ John Martin, Northwestern University Medical School, Chicago, Ill. 
Quart. Bull. Northwestern Univ. M. School 20:265-75, Fall Quarter, 
1946. 


Pathologic anatomy will facilitate the separation of intracranial vas- 
cular lesions in most cases into three classes: (a) arterial aneurysms, occur- 
ing on the internal carotid or its intracranial branches; (b) arteriovenous 
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fistulas, seen characteristically in the carotid-cavernous sinus fistula; (c) 
other congenital anomalies, a mixed group. Because the third group is so 
variable in nature as to preclude simple, inclusive names, a simple anatomical 
description is least confusing. 

The group of patients under study includes 17 with arterial aneurysms, 
10 with arteriovenous fistulas, and 25 with congenital malformations. 

Determination of etiology proved unsatisfactory, except for the close 
relationship between trauma and the appearance of carotid-cavernous fistula, 
and limitation of the aneurysms to adult life. 

The duration of symptoms in all three types of lesion varied from im- 
mediate onset, in those patients with known head injury, to as long as thirty 
years. A high incidence of headache and intracranial bleeding occurred 
among the patients with aneurysms; an intracranial bruit occurred in rela- 
tively few. Bruit was the outstanding symptom in patients with trauma 
leading to arteriovenous fistulas, but headache also occurred frequently. In 
25 patients with congenital malformations, there was not a high incidence of 
either headache or bruit; convulsions in keeping with the site of the lesion 
occurred in one-fourth of these patients. 

Paralysis of the extra-ocular muscles, including pupillary changes, 
found in all groups, was most frequent in patients with aneurysm. Exoph- 
thalmos was found only in patients with arteriovenous fistulas, all of the 
carotid-cavernous type. 

Defects in the visual fields and loss of visual acuity were quite common 
in all patients, but the defects were seldom diagnostic. Papilledema was 
most freqgent in patients with aneurysm. 

The greatest variety of neurologic changes were seen in patients 
with congenital malformations, since the variety of their location and extent 
was greatest. 

Diagnosis of intracranial vascular lesions can be aided by various 
mechanical methods. An aneurysm, particularly about the region of the 
sella turcica, may eventually produce typical bone erosion which may show 
on the roentgenograms as a typical ring-like shadow due to calcium deposits. 
Congenital malformations are frequently accompanied by diagnostic roent- 
gen-ray evidence also. Pneumencephalography may be diagnostic in an 
obstructing congenital malformation. 

Preoperative angiography is indicated only when surgical treatment is 
being considered and a precise diagnosis is required for such therapy. The 
procedure is inadvisable for differential diagnosis for academic purposes, or 
in very old patients and those with advanced arteriosclerosis, hypertension, 
cardiac decompensation, or recent embolic or thrombotic episodes, or in most 
cases of acute intracranial hemorrhage. 

Permanent occlusion of the internal carotid on the affected side reduces 
the hazards of operation and increases the cures in surgical treatment of large 
vascular anomalies of the cerebrum. With temporary occlusion under local 
anesthesia, and testing for signs of cerebral anemia before the permanent tie 
is made, many intracranial vascular lesions can be completely, or nearly, 
brought under control. 
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In the case of arteriovenous fistula, ligation of the internal carotid 
in its extracranial course is seldom sufficient for a permanent cure, since the 
additional arterial connections intracranially interfere with formation of a 
thrombus. More radical measures, such as ligation of the internal carotid 
as it emerges from the caverous sinus, or ligation of the ophthalmic artery, 
are hazardous and should be undertaken only in unusual cases. Desiccation 
was carried out on some of the large cerebral and cerebellar vascular masses; 
dissection and removal is rarely possible, at least in toto. Decompression 
proved effective in many cases of lesions in the posterior fossa, particularly 
when followed by radium or deep roentgen-ray therapy. 

Among the 17 patients with aneurysms, 9 were operated upon, opera- 
tion consisting of carotid ligation, and 2 patients also had clips placed on the 
aneurysm; 13 patients are living and well, some of the histories following 
operation being as old as thirteen years. 

Nine of the 10 patients with arteriovenous fistulas were operated upon, 
8 having carotid ligation and 1 having ligation of a vessel in the posterior 
fossa. All are living, 8 improved, with partial recurrence in 2 cases. Post- 
operative histories are as old as thirteen years. 

Of the 25 congenital vascular anomalies, 21 were treated by craniot- 
omy, 2 by carotid ligation, and 2 were not operated on. Nineteen patients 
were considered improved by operation, and deep roentgey ray or the less 
frequent radium treatment heightened the effect of surgery. 


Subdural Hematoma. 


Harold C. Voris, Cook County Hospital, Chicago, Ill. J. A. M. A. 
132:686-92, Nov. 23, 1946. 


Observations on a series of 100 consecutive operated cases with sub- 
dural hematoma are reported. Head injury is the usual cause of this condi- 
tion. The hemorrhage is subdural and the clots are usually located over the 
upper part of the cerebrum. There were no subtentorial hemorrhages in 
this series. Subdural hematoma may be acute or chronic depending upon 
the size of the initial hemorrhage. In the acute type, there is a massive 
hemorrhage and severe cerebral injury while the chronic form usually 
follows comparatively small initial subdural hemorrhages. 

The common symptoms and signs of this condition are well known. 
The differential diagnosis between the acute and chronic forms of subdural] 
hematoma, between subdural and extradural hemorrhage and between sub- 
dural hematoma and apoplexy or mental disease with coma is important and 
is summarized. Examination of the spinal fluid is most important. The 
diagnosis is usually established by exploratory trephining which should 
always be bilateral. 

Surgical operations for the relief of subdural hematoma are described 
and discussed. A trephine opening should be made on both sides even 
though a clot is found on the first side operated, because the hemorrhage 
may be bilateral or the localizing signs may be misleading. A technic to 
induce cerebral expansion in case the brain fails to expand and fill the space 
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vacated by the hematoma is described. The elapsed time between injury 
and operation is important. The mortality of acute subdural hematoma is 
very high because of associated brain injury and surgery is usually valueless. 
In the chronic form however, operated upon a week or more after injury, 
the mortality is only 14 to 15 per cent. 26 references. 4 tables. 


Bilateral Frontal Lobe Leucotomy in the Treatment of Mental Disease. 


Kenneth G. McKenzie and Lorne D. Proctor, Toronto, Ont., Canada. 
Canad. M. A. J. 55:433-41, November 1946. 


In 27 patients with mental illness of an average of three years in whom 
all recognized psychiatric measures proved of no avail frontal leukotomy 
resulted in 85 per cent of them being improved. The improvement ranged 
from easing of nursing problems to complete recoveries. Thirteen of the 
27 patients, previously considered hopeless cases, were returned to com- 
munity life. In 25 per cent of these patients the only complication remain- 
ing was a mild hypersexuality. 

The authors believe that frontal leukotomy offers a valuable addition 
to the therapeutic armamentarium of mentally ill patients who are believed 
to be hopeless cases. 14 references. 2 tables. 5 figures. 


REFERENCES TO CURRENT ARTICLES 

Arterial Angioma. Alfonso Asenjo and Enrique Uiberall, Hospital del Salvador, 
Santiago, Chile. J. Neurosurg. 3:259-64, May 1946. 

Autonomic Disturbances in Brain Injuries. I. $. Weinberg. Am. Rev. Soviet Med. 
4:25-29, October 1946. 

Coarctation of the Walls of the Lateral Angles of the Lateral Cerebral Ventricles. 
L. M. Davidoff, Montefiore Hospital, New York, N. Y. J. Neurosurg. 3:250-56, 
May 1946. 

Experiences with Cortical Excisions for the Relief of Intractable Pain in the Extrem- 
ities. Gilbert Horrax, Lahey Clinic, Boston, Mass. Surgery 20:593-602, Novem- 
ber 1946. 

Observations on Changes in States of Mental Depression and Tension Following 
Surgical Section of Certain Frontal Lobe Pathways. William P. Van Wagenen, 
University of Rochester School of Medicine and Dentistry, Rochester, N. Y. Sur- 
gery 20:656-62, November 1946. 

Reversibility of Cerebral Ventricular Dilatation. H. A. Shenkin and C. R. Perryman, 
University of Pennsylvania Hospital, Philadelphia, Pa. J. Neurosurg. 3:234-38, 
May 1946. 

Roentgen Therapy of Pituitary Adenomas. Radiation Therapy Conference. Editors: 
Simeon T. Contril and Franz Buschke, The Tumor Institute of the Swedish Hos- 
pital, Seattle, Wash. West. J. Surg. 54:403-407, October 1946. 

Surgery’s Contribution to Our Knowledge of Pituitary Function. 


Oscar Hirsch. 
Confinia Neurol. 7:44-54, No. 1-2, 1946. 
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9. Spine and Spinal Cord 


Some Problems of Backache and Sciatica. 


Leonard Lindon, Adelaide, Australia. M. J. Australia 2:345-47, Sept. 
7, 1946. 


A critical analysis of the role of the intervertebral disk in causation of 
back pain is presented. Out of 72 surgical explorations only 48 showed the 
anticipated pathology of “ripe” extrusion of nucleus pulposus, i.e., a pro- 
jecting mass of nuclear tissue grossly compressing and fixing the tightly 
stretched nerve root. The clinical picture reflects the gross root involve- 
ment with intense incessant pain and hyperesthesia of the appropriate skin 
area, unrelieved by rest and conservative treatment. 

When the nerve root is retracted at operation the projecting mass is 
about pea-sized, and if the capsule is incised the nuclear tissue is extruded 
under its own pressure. The immediate relief is dramatic but complete 
restitution should not be expected. 

Less striking improvement followed in several cases in which root in- 
volvement was evident clinically but at operation only a massive ligament 
was found associated with excessive epidural fat and unusually vascular 
extradural tissue. It is suggested that edema played an important role in 
producing the symptoms. 

In one group of patients who failed to respond to conservative measures 
the decision to operate was determined by evidence of apophyseal joint 
involvement. These patients had suffered prolonged backache, were over 
40 years of age and were employed in some form of arduous labor. On 
some patients in this group a fusion operation was done with relief from 
disabling pain but not necessarily with complete rehabilitation. 

Patients should be kept in bed for three weeks postoperatively but 
physiotherapy can be started two days after operation. Three patients had 
to be reexplored because of recurrent sciatica resulting from inadequate post- 
operative bed rest. 

Along with Keegan and F. C. Grant, a conservative position is taken 
in regard to results of surgical treatment. 


Stabilizing Operation for Asymmetrical Sacralization. 


Knud Ellenbaek Petersen. Acta chir. Scandinav. 92:86-98, Fasc. 1, 
March 10, 1945. 


Bentzon’s operation for the stabilization of the lower spine in patients 
with sacralization of one transverse process was performed on 5 patients. 
The operation consists essentially of implantation between the two posterior 
superior iliac spines of a tibial bone-transplant, which is passed transversely 
between the spinous processes of the fourth and fifth lumbar vertebrae. 
Three of the patients are well and able to work after one, two and three 
years respectively. One case, with a previous Albee operation and also an 
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attempted resection of the sacralized transverse process, has been improved. 
The remaining case had a poor operative result (broken implant) but is 
being treated by immobilization and appears to be improving. 


Pyrogenic Infection of the Spinal Epidural Space. 


Robert M. Rankin and Paul G. Flothow, Harborview Hospital, 
Seattle, Wash. West J. Surg. 54:320-23, August 1946. 


Pyogenic infection of the spinal epidural space is a disease occurring 
after suppurative infection anywhere in the body. It is not rare but is rarely 
recognized. All age groups may be affected. The bacteria invade the 
spinal canal either by direct extension from a contiguous suppuration or by 
metastasis. In most cases the causative organism is staphylococcus. 

The clinical course follows a regular pattern. The patient suddenly 
develops a severe intractable pain in the vertebral axis and later complains 
of radicular pains in the distribution of the involved segment. There is 
marked rigidity of the spine and nuchal rigidity. The symptoms of cord 
compression then appear. The spinal fluid protein is elevated and moderate 
pleocytosis occurs. The Queckenstedt test almost always shows subarach- 
noid block. Cisternal puncture and myelography will confirm the diagnosis. 

Laminectomy is imperative immediately. The over-all operative mor- 
tality is 33 1/3 per cent. Forty per cent of the patients who survive opera- 
tion have complete return of function. 

An illustrative case history in a 31 year old female is presented. 8 
references. 2 figures. 


The New Viewpoint Toward Spinal Cord Injuries. 


Robert H. Kennedy, New York, N. Y. Ann. Surg. 124:1057-65, 
December 1946. 


In no previous war, nor in civilian life, has the patient recovering 
from the immediate effects of a spinal cord injury been considered particu- 
larly a problem. In general, it has been taken for granted that he was a 
hopeless cripple and that, from bladder infection with its sequelae, his life 
expectancy was brief. Nursing care and narcotics were in most instances 
the main treatment. The entire attitude has changed in the past few years. 
We now know that many of these patients can be cleared of infection and 
live as long as any one else, that bed sores can be closed with good tissue, 
that locomotion 1s possible and that jobs can be found for them. Many 
minds have been at work since it was recognized that the previous pessimistic 
attitude was unwarranted. The team work required to obtained these re- 
sults as it was developed in the Army needs to be more widely understood. 

In World War I 80 per cent died within the first few weeks mainly as 
a result of catheterization and bed sores. In World War II rapid and eff- 
cient evacuation of the wounded, measures to counteract shock, chemother- 
apy and greater understanding of nutritional management have combined 
in restoring to physiologic balance many who would have died early. 
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ratory and neuropsychiatry. 


In the Army there have been about 1,400 patients with paralysis from 
spinal cord injury who survived long enough to return to this country. 
While they were considered neurosurgical patients, their care was less from 
this section than from urology, orthopedics, general surgery, medicine, labo- 


The efficiency of care was in proportion to the 


team work shown and the ambition of the particular ward officer placed in 


charge. 


chiefly in the early days. 


follows: 


Al 


Neurosurgeon 

a. Neurologic examination 
b. Excision of wound, if any 
c. Exploration of spinal cord 
d. Relief of pain 

e. Relief of spasm 

Urologist 


a. Indwelling catheter 8 


b. ‘Tidal drainage 

c. Suprapubic cystostomy 
d. Urinary sepsis 

e. Calculi 

f. Retraining of bladder 


Internist 
a. Keep protein level above 6 Gm. 
per cent 


b. Keep hemoglobin above 80 
c. Daily food protein 180 Gm. 
d. Watch vitamins 

e. Acute medical complications 
Pathologist 


Laboratory tests to determine— 10. 


a. Bacterial flora in urine 

b. Sensitivity to antibiotics 

c. Reaction and pH of urine 
d. Blood chemistry 

e. Nitrogen balance 


Neuropsychiatrist 11. 


a. Patient loses independence 

b. Early depressive reaction 

c. Becomes emotionally immature 
d. Damage has to be explained 

e. Opportunity for vocation shown 
Social Worker 


a. Family problems 12. 


b. Financial problems 

c. Immediate recreation 

d. Adjustment to new occupation 
e. Adjustment to new recreation 


~ 


Few have died since arrival in the United States and these were 


The responsibility of the various members of the team is roughly as 


Nurse 

a. Frequent turning of patient 
b. Care of bowels 

c. Keeping morale up 

d. Keeping narcotics down 

e. Encouragement in eating 
f. Develop self-reliance 
Dietitian 

a. Allow some choice of food 
b. Serve hot and appetizing 
Interim high caloric fluids 
Keep daily chart, particularly to 
show waste 

e. Educate patient in diet 
Physical Therapist 


a) 


oe . 


a. Passive motion of paralyzed parts 

b. Galvanism if flicker found 

c. Training in ambulation 

The main desire of the patient is to 

walk again 

Physical Instructor 

a. Bed exercise for well parts 

b. Wheel chair exercises 

c. Mat exercises 

d. Standing in parallel bars 

e. Crutch balancing 

Occupational Therapist 

a. Develop patient’s interests 
Work is part of normal day 

b. Stimulate work desire 

c. Build up work tolerance 

d. Increase self confidence 

e. Explore desires in worshop 

General Surgeon 

a. Dress decubitus ulcer four times 
daily 

b. Daily excision of slough 
Unclean until in N balance 
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c. Plastic closure when clean b. Apply immobilization if any 
d. Meticulous after-care needed 
e. Acute surgical complications c. Measure and apply braces 
13. Orthopedic Surgeon d. Supervise exercise program 
a. Survey type of bone injury e. Supervise walking training 


With a much larger number of paraplegics in civil life we all need to 
appreciate the many facets of the problem and the variety of specialists 
needed in each instance. A paraplegic does not need to feel hopeless about 
a useful life. 


Osteotomy of the Lumbar Spine for Correction of Kyphosis in a Case 
of Ankylosing Spondylarthritis. 


E. FH. LaChapelle, Amsterdam, The Netherlands. J. Bone & Joint 
Surg. 28:851-58, October 1946. 


A 44 year old white male had an osteotomy of the lumbar spine to 
correct a kyphotic deformity due to ankylosing spondylarthritis. In the first 
stage, the laminae of the second lumbar vertebra and the posterior articula- 
tions between that and the third lumbar vertebra were removed. Later, 
through an anterior abdominal incision, the second lumbar intervertebral 
disk was excised and a bone graft inserted. 5 references. 7 figures. 

Transpleural Rupture of a Tuberculous Spinal Abscess Treated Suc- 
cessfully by Streptomycin: Report of a Case. 

Charles Morgan and David M. Bosworth, New York City, N. Y. J. 
Bone & Joint Surg. 28 :864-68, October 1946. 

A case is reported of a 35 year old male with a tuberculous cervical 
spinal abscess which ruptured, invading the lung. Twenty-four hours after 
the rupture, streptomycin was started and 54,000,000 units were given. 
The patient’s recovery was credited to streptomycin. 1 table. 3 figures. 


A Radiographic Study of Spondylolisthesis with Special Reference to 
Stability Determination. 


Isador Meschan (Major, M.C., A.U.S.). Radiology 47:249-62, 
September 1946. 


A method for the detection of spondylolisthesis as well as a method of 
determining the degree of stability or instability of a slipped vertebral body 
is reviewed. The posterior margin of a slipped vertebral body bears a 
definite relationship to the posterior margins of adjoining vertebral bodies 
and this relationship has been used to detect and measure spondylolis- 
thesis. No spondylolisthesis could be demonstrated unless there was a 
bilateral defect in the pars interarticularis. Such defects may be the result 
of trauma at any age or may be produced by faulty ossification during the 
development of the spine. 

There was a high incidence of defects of the pars interarticularis and of 
spondylolisthesis in Army patients. About three-fifths of patients with 
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bilateral defects of the pars interarticularis had definite spondylolisthesis, 
one-fifth had borderline spondylolisthesis and none occurred in the remain- 
ing one-fifth. One-half of the slipped vertebral bodies were unstable under 
conditions of stress. Even in the absence of instability there were other 
indications of strain upon neighboring structures, such as localized lipping, 
sclerosis, and apophyseal joint changes. 2 references. 10 figures. 6 tables. 


Protruded Cervical Intervertebral Discs—A Cause of Brachial Neuritis. 


E. S. James, Winnipeg, Man., Canada. Canad. M. A. J. 55:139-42, 
August 1946. 


Diagnosis of a protruded cervical disk is easily determined by clinical 
examination, and usually is confirmed radiologically; in addition, a lipiodol 
myelogram will show a deformity at the site of the protruded disk. The 
space lesions most commonly involved are those between the bodies of C5 
and C6, compressing the sixth nerve root, and between C6 and C7, the 
seventh cervical nerve. Brachial neuritis due to protruded intervertebral 
disks is often mistakenly diagnosed as subacromial bursitis, the scalenus anti- 
cus syndrome, angina pectoris, or osteo-arthritis of the cervical spine. 

Surgery is considered only in the presence of severe symptoms, after 
conservative treatment has failed, especially if a large protrusion is shown 
by the myelogram. In 38 cases of cervical disks observed in the past year, 
only 4 operations were found necessary. Operative difficulties are the 
inability to retract the cord safely, because it almost completely fills the 
neural canal, danger of severe hemorrhage, and difficulty of exposing the 
disk, since the protrusion is directly in front of the nerve root. A midline 
incision is made, the muscles retracted laterally, and ligamentum flavum 
removed and the exposure made laterally to fully expose the nerve root. 
Curetting is desirable in removing the protruded portion of the disk. The 
4 patients receiving surgical treatment obtained relief of symptoms, though 
one has not fully recovered from the operation. 8 references. 


Laminectomy for Pott’s Paraplegia. 


Edwin M. Deery, New York Orthopedic Hospital, New York, N. Y. 
Ann. Surg. 124:201-203, August 1946. 


About 10 per cent of all Pott’s paraplegia patients are ordinarily con- 
sidered hopeless. The author questions the validity of withholding decom- 
pressive laminectomy in such cases, pointing out that much of the reluctance 
is based on high mortality figures of the past, when death from surgical 
shock was frequent, although the operation at present carries little risk from 
shock even for debilitated patients. 

Of 23 consecutive “hopeless” cases in which laminectomy was per- 
formed for Pott’s paraplegia, 8 patients had a good result, 3 were improved, 
10 were unimproved, and there were 2 deaths, neither from surgical shock. 
One death was from tuberculous meningitis four weeks after operation; the 
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other occurred thirty-three days after laminectomy from unrelated causes. 
The incidence of good results was higher in children than in adults. 2 
references. 


REFERENCES TO CURRENT ARTICLES 

Acute Osteomyelitis of Lumbar Spine in an ae Harry Freeman, National ‘Tem- 
perance Hospit: il, London, England. Brit. M. J. 4477:610-611, Oct. 26, 1946. 

Bilateral and Multiple Ruptured Discs as One z ause of Persistent Symptoms Follow- 
ing Operation for a Herniated Disc. Francis A. Echlin, Bertram Selverstone 
(Capt., M.C., A.U.S.) and Walter E. Scribner (Major, M.C., A.U.S.), New 
York, N. Y. Surg. Gynec. & Obst. 83:489-93, October 1946. 

Clinical Manifestations of Lumbar Spinal Arachnoiditis. A Report of Thirteen Cases. 
J. Douglas French. University of Rochester School of Medicine and Dentistry, 
Rochester, N. Y. Surgery 20:718-29, November 1946. 

Intervertebral Foraminotomy. Carl Hirsch, Karolinska Institute, Stockholm, Sweden. 
Acta chir. Scandinav. 94:75-81, Fasc. 1-2, 1946. 

Nerve Stimulation in Paraplegic Patients by Means of Buried Induction Coil: Pre- 
liminary Report. J. L. Pool (Lt. Col., M.C., A.U.S.), Vanderbilt Clinic, New 
York, N. Y. J. Neurosurg. 3:264-67, May 1946. 

Paraplegia Following War. E. H. Botterell, A. T. Joussee, Carl Aberhart and 
J. W. Cluff, Toronto, Ont., Canada. Canad. “a A. J. 55:249-59, September 
1946. 

Pyogenic Osteomyelitis of the Spine. Peter Martin, Chelmsford and Essex Hospital, 
Essex, England. Brit. M. J. 4479:688-91, Nov. 9, 1946. 

Significance of the Sacroiliac Findings in Marios -Striimpell’s Spondylitis. J. Borak, 
New York, N. Y. Radiology 47: 128- 41, August 1946. 

Spondylolisthesis: Additional Variations in Anensillits in the Pars Interarticularis. 
Maurice B. Roche and Charles $. Bryan, Washington University School of Medi- 
cine, St. Louis, Mo. Arch. Surg. 53:675-82, December 1946. 

Treatment of Painful Spondylolisthesis. J. Puig Guri, State University of Iowa, 
Iowa City, Iowa. Surg. Gynec. & Obst. 83:797-806, December 1946. 


10. Peripheral Nerves 


REFERENCES TO CURRENT ARTICLES 

A Technique of Nerve Suture. K. E. Livingston (Lt., M.C., U.S.N.R.), W. K. 
Livingston (Capt., M.C., U.S.N.R.) and E. W. Davis (Lt., M.C., U.S.N.R.), 
U.S. Naval Hospital, Odinai. Calif. J. Neurosurg. 3:270-71, May 1946. 

Causalgia. A Study of 75 Cases. Jack L. Ulmer (Major, M.C., A.U.S.) and 
Frank H. M: ayfield (Lt. Col., M.C., A.U.S.), Percy Jones Hospital Center, Battle 
Creek, Mich. Surg. Gynec. & Obst. 83:789-96, December 1946. 

Meralgia Paresthetica. New Causal Observations. Ernest W. Mack, Berkeley, Calif. 
West. J. Surg. 54:390-91, October 1946. 

Motor Chronaxie During Blindfolding in Nerve Trauma. V. M. Vasilevski. Am. 
Rev. Soviet Med. 4: 40- 43, October 1946. 

Novocaine Block for Injuries of the Peripheral Nerves. F. G. Uglov. Am. Rev. 
Soviet Med. 4:68-69, October 1946. 

Peripheral Nerve Injuries. Recent Progress in Treatment. T. B. Mouat, London, 


England. Brit. M. J. 4486:983-86, Dec. 28, 1946. 
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Source of Nerve Autografts in Clinical Surgery. ‘Technic for Their Suture. I. M. 
Tarlov, W. Hoffman and J. C. Hayner, New York Medical School, New York, 
N. Y. Am. J. Surg. 72:700-10, November 1946. 

Suture of the Posterior Tibial Nerve Below the Knee with a Follow-Up Study of 
the Clinical Results. George T. R. Fahlund (Capt., M.C., A.U.S.), Halloran 
General Hospital, Staten Island, N. Y. J. Neurosurg. 3:223-33, May 1946. 

Traumatic and Amputation Neuromas. Arthur K. Cieslak and Arthur Purdy Stout, 
Presbyterian Hospital, New York, N. Y. Arch. Surg. 53:646-51, December 1946. 


11. Sympathetic Nervous System 


Indication and Results of Surgery of the Autonomic Nervous System in 
Naval Personnel. 


E. N. Goodman (Lt. Comdr., M.C., U.S.N.R.), W. J. Messinger 
(Lt., M.C., U.S.N.R.) and J. C. White (Capt., M.C., U.S.N.R.). Ann. 
Surg. 124:204-17, August 1946. 


Indications for preganglionic sympathectomy and effectiveness of this 
procedure, based on 56 case histories, are discussed with reference to cau- 
salgia, pain after amputation, peripheral vascular disease (Raynaud’s 
syndrome, thrombo-angiitis obliterans, vasospasm with arteriosclerosis, 
thrombophlebitis complications with vasospasm, and vasospasm following 
injury to major arteries), hyperhidrosis, hypertension, and angina pectoris. 

Sympathectomy effectiv ely increased circulation, and results were good 
in all cases, with no fatalities or serious complications. The authors re- 
serve judgment on long-term effectiveness in hypertension, because of lack 
of long follow-up, but results over a two-year period show significant im- 
provement in lowered blood pressure and relief of distressing symptoms. 
19 references. 6 tables. 2 plates. 


A Method for the Chemical Production of a Prolonged Sympathetic 
Paralysis: Report of Its Use in Two Patients with Causalgia. 


Theodore B. Rasmussen (Major, M.C., A.U.S.) and Alfred A. Alessi 
(Capt., M.C., A.U.S.). Surgery 20:360-63, September 1946. 


Report is made of 2 patients with causalgia of the arm relieved by 
paravertebral injection of rectocaine. This drug is longer acting and there- 
fore more effective than procaine. Surgical sympathectomy is less often 
necessary after its use. It is both more satisfactory and more effective than 
alcohol. The injection should be preceded by a hypodermic and atropine 
to prevent syncope. Preliminary injection of 5 cc. of procaine is necessary 
to verify promptly the proper placing of the needle and to show that the 
symptoms will be relieved by the injection of the slower acting drug. Sym- 
pathetic paralysis was complete for two weeks and partial for seven weeks 
in the first case, and complete for four months in the second case. 2 refer- 
ences. 
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Electrocardiography in Hypertension: Study of Patients Subjected to 
Lumbodorsal Splanchnicectomy. 


William C. Bridges, Arnold L. Johnson, Reginald H. Smithwick and 
Paul D. White, Boston, Mass. J. A. M. A. 131:1476-80, Aug. 31, 1946. 


\ study is presented of electrocardiograms of 141 patients with hyper- 
tension who were treated by bilateral lumbodorsal splanchnicectomy. The 
films were made preoperatively, about two weeks and again one year or 
more postoperatively and are compared with Smithwick’s system of types 
and groups. 

These patients were divided into 3 types preoperatively: (1) pulse 
pressure less than 1% the diastolic; (2) pulse pressure 0-19 mm. greater 
than '% the diastolic; (3) pulse pressure 20 mm. or more greater than % 
the diastolic pressure. Type 1 was most favorable and type 3 least favor- 
able for surgery but the latter showed the greatest postoperative return to 
normal. Postoperative results were classified in 5 groups based on changes 
in the diastolic pressure, it being lowered 30 mm. or more, 20-29 mm., 10- 
19 mm., 0-9 mm. and increased. The films are discussed in detail. They 
showed 50 per cent of cases as normal preoperatively with 15 per cent 
additional returning to normal one year postoperatively. Abnormal T 
waves and T waves in leads | and 2 of the limb leads improved postopera- 
tively in each lead. Results of this study indicate that bilateral lumbo- 
dorsal sympathectomy lightens the load on the heart and results in improve- 
ment in the electrocardiographic pattern of patients with hypertension one 
year or more postoperatively. 7 references. 12 figures. 


REFERENCES TO CURRENT ARTICLES 
Histological Investigation of the Resected Sympathetic Ganglia in Two Operated 
Cases of TThromboangiitis Obliterans, with Observations on a Number of Vascular 
Reactions. ‘Tord Skoog, University of Upsala, Upsala, Sweden. Acta chir. Scan- 
dinav. 94:49-64, Fasc. 1-2, 1946. 
New Approach to the Study of Hypertension. V. M. Kogan-Yasny. Am. Rev. 
Soviet Med. 4:66-68, October 1946. 


Sympathectomy for Reflex Sympathetic Dystrophy. James A. Evans, Boston, Mass. 
J. A. M. A. 132:620-23, Nov. 16, 1946. 


12. Head and Neck 


REFERENCES TO CURRENT ARTICLES 
Combined Jaw Resection Neck Dissection for Metastatic Carcinoma of Cervical 
Lymph Nodes Secondarily Involving the Mandible. Everett D. Sugarbaker and 
Jack Gilford, Ellis Fischel State Cancer Hospital, Columbia, Mo. Surg. Gynec. & 
Obst. 83:767-77, December 1946. 

Reconstruction of the Floor of the Orbit: Report of a Case. Isadore Givner, Beth 
Israel Hospital, New York, N. Y. Am. J. Ophth. 29:1010-12, August 1946. 
Surgical Treatment of Cancer of the Larynx. Howard McCarth, University of 

Toronto, Toronto, Canada. Canad. M .A. J. 55:365-68, October 1946. 
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13. Oral Surgery 


Nasopharyngeal Atresia: With the Report on a New Procedure by 
Skin Graft to the Lateral Pharyngeal Wall. 


Harold S. Vaughan, New York Post Graduate Medical School and 
Hospital, New York, N.Y. Plast. & Reconstruct. Surg. 1:309-16, Novem- 
ber 1946. 


The author of this article considers the problem of surgical correction 
of nasopharyngeal atresia which may be congenital or acquired. The re- 
ported cases followed operation for removal of tonsils and adenoids. 

The Mackenty procedure is illustrated and evaluated, and the author 
presents 3 cases in all of which a silver diaphragm was used to prevent con- 
tact of the soft palate and the pharyngeal wall. 

From the experience gained in | of the 3 cases, it would seem that skin 
grafting the opened palatopharyngeal area offers the best chance to main- 
tain an adequate nasopharyngeal passage. 10 references. 4 figures. 

Author’s abstract. 


REFERENCES TO CURRENT ARTICLES 
Adamantinoma of the Maxillary Sinus. Clyde A. Heatly. University of Rochester 


School of Medicine and Surgery, Rochester, N. Y. Surgery 20 :636-44, Novem- 
ber 1946. 


Further Experiences with Panlaryngectomy for Advanced Carcinoma of the Larynx. 
Alexander Brunschwig and John R. Lindsay, Chicago, Ill. Surg. Gynec. & Obst. 
83 :639-42, November 1946. 

Management of Plastic Maxillofacial Wounds in an Evacuation Hospital. Charles H. 
Leech (Major, M.C., A.U.S.), Lima, Ohio, Borden C. Drum (Major, D.C., 
A.U.S.), N. C. Conover, and H. F. Osterhagen (Capt., M.C., A.U.S.), Traverse 
City, Mich. Surg. Gynec. & Obst. 83:462-73, October 1946. 


14. Plastic Surgery 


Present Evaluation of the Merit of the Z-Plastic Operation. 


John Staige Davis, Baltimore, Md. Plast. & Reconstruct. Surg. 1:26- 
38, July 1946. 


Transposition of the two triangular flaps which result from the Z- 
incision is the basis of this operation. The angles of these triangular flaps 
may be either equal or unequal. A successful result is dependent on the 
presence of lax tissue on each side of the contracture. Since congenital con- 
ditions which may be relieved by this operation are not encountered fre- 
quently, the procedure is most often employed in cases of deformities caused 
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by scar contracture which has followed extensive burns or injuries. In these 
cases since the tissue involved in the procedure is either entirely scar tissue 
or skin infiltrated with scar tissue, the surgeon should have a thorough 
knowledge of the utilization of this tissue if the Z-plastic operation is to be 
successful. The operation should not be carried out for at least six months 
after healing has occurred. This delay allows the scar to mature fully and 
soften and also affords the circulation opportunity for improvement. 

Either general or local anesthesia may be used, but if the latter is 
chosen, nerve block rather than infiltration is the method of choice. With 
the scar bridle under tension, the proposed incisions are marked with bril- 
liant green in alcohol. The central line of the Z is drawn along the most 
prominent part of the web. The arms of the Z, each equal in length to the 
central line, then are drawn parallel to each other at the ends of the central 
line but on opposite sides of the central line. Although a 60 degree angle 
between the arm and the central line is best, an angle between 20 degrees 
and 60 degrees may be used if elasticity of the scar and thicknss of the flaps 
permit. After the incisions are made, these two flaps, whose bases are oppo- 
site each other, are completely mobilized, the binding scar tissue beneath is 
removed to as great an extent as possible, and bleeding is checked. The 
flaps are transposed and sutured (using fine nylon) without tension, with the 

result that their outer margins are in approximation and their lips touch the 

outer corners of the bases of the opposite flap. Although the sutured wound 
is also Z-shaped, the Z now is turned about 90 degrees and elongated. The 
original central line of the Z now lies transversely across the line of the scar 
pull. In the event the tips of the flaps become cyanotic after transposition, a 
few puncture wounds should be made with a pointed knife. Gentle massage 
toward the base or the application of compresses soaked in cold, sterile nor- 
mal saline solution also may be helpful. Small sharp hooks should be used 
in handling the flaps in order to avoid injury. The flaps must be of a thick- 
ness sufficient to insure proper circulation. Probably no harm is done in 
respect to the reconstruction if the tips of the flaps slough off. In those 
cases in which the bridle scar is thick and rigid, this portion of the scar is 
excised, the margins are drawn together with a temporary suture, and this 
suture becomes the central line of the Z. If the scar is deeply grooved, the 
groove is split lengthwise and this split forms the central line of the Z. 
When long, contracted scars are present, multiple Z-incisions may be use- 
ful. The Z-plastic operation may be performed on any part of the body. If 
further relaxation of the scar seems indicated, as is often the case in grow- 
ing children, the operation may be repeated in six months. 

The dressing used for the Z-plastic operation consists of a single thick- 
ness of gauze impregnated with 3 per cent xeroform ointment, which is 
covered with several thicknesses of dry gauze, and a sterile seasponge thor- 
oughly wrung out (or a mass of fine cotton waste). In order to keep the 
entire dressing under pressure elastic adhesive tape and woven bandage are 
applied. After the loose stitches have been removed on the third or fourth 
day, the same type of dressing is reapplied. All remaining stitches are re- 
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Fig. 2.—1. Schematic drawing of the Z-incision. The Z is drawn with the central arm lines 
of equal length. The arm lines are placed at an angle of 60 degrees to the central line and are 
parallel to each other. The central line CD is the short diagonal of the parallelogram and 
the broken line AB is the long diagonal. The dotted half of the area is to show the trans- 
position more clearly. 2. The incisions have been made along the Z-shaped pattern ACDB 
and the two triangular flaps X and Y are completely undercut to their bases. 3. The flaps 
have been transposed, the tip of the flap X being sutured to the point B and the tip of the 
Hap Y to the point A, and the rest of the wound closed. The closure is still in the shape of a 
Z but it is rotated about 90 degrees, and the central line of the original Z now lies transversely 
across the line of scar pull. It will be found that the distance between the points C and D has 
been lengthened by the difference between the lengths of the long diagonal AB and the short 
diagonal CD.—By courtesy of Plastic and Reconstruction Surgery. 


moved by the tenth day. Massage is started within three weeks and con- 
tinued for several months. 28 references. 16 figures. 

[The importance of the Z-plastic operation should not be underestimated in 
spite of the good results often obtained by free grafts where the Z-procedure would 
otherwise suffice. “This was one of the last of the late Dr. Davis’ writings.—Eb. | 
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The Split-Thickness Skin Graft as a Covering Following Removal of a 
Fingernail. 


Edward M. Hanrahan, Baltimore, Md. Surgery 20:398-400, Sep- 
tember 1946. 


A method of using a split-thickness graft to replace a removed finger- 
nail is described. When injury to a finger damages the nail radix, the nail 
becomes cracked, brittle and flaky. It is better in such cases to remove the 
entire nail and radix. This will prevent all new nail growth. A split- 
thickness graft applied to the nail bed closely resembles a fingernail. Re- 
port is made of 2 cases in which this was done. Application of the graft is 
somewhat difficult because of hemorrhage. This may be controlled by a few 
fine catgut sutures, pressure or thrombin locally. The hand should be 
kept elevated for at least twenty-four hours postoperatively and in a sling 
until healed. 5 figures. 

[| Very interesting method which warrants further evaluation.—Ep. | 


Skin-Grafting the Burned Dorsum of the Hand. 


G. V. Webster and W. D. Rowland (Lt., M.C., U.S.N.R.). Ann. 
Surg. 24:449-62, August 1946. 


Since the function of the hand is dependent on the elasticity of the skin 
on the dorsum, which is often lost even in second-degree burns and replaced 
by inelastic scar, the objective of repair must be to restore elasticity through 
elastic skin-grafts. Early grafting not only reduces the incidence of infec- 
tiun, but also eliminates the crippling effects of fibrosis. The author uses 
temporary grafts of the “stamp” or “patch” type with the objective of rapid 
epithelization of the wound and conservation of donor skin, with placement 
of the permanent graft later when the initial burn is healed, the tissue ster- 
tle, and the likelihood of hypertrophic marginal scar formation greatly re- 
duced. Contractures which may have formed after the temporary grafting 
can be completely relieved at this second stage of repair. Methods of repair 
are discussed in detail. 11 references. 5 figures. 1 table. 


Further Uses of the Sickle Flap in Plastic Surgery. 


Gordon B. New, Mayo Clinic, Rocester, Minn. Plast. & Reconstruct. 
Surg. 1:271-76, November 1946. 


When the sickle flap was first employed by G. B. New, it was used 
for the correction of postoperative defects of the nose secondary to the re- 
moval of postirradiated cancer with surgical diathermy. In the sickle flap, 
he used the skin that is of the same texture and color as the lost portion of 
the nose, creating very little noticeable defect at the donor site. Since the 
sickle flap was first employed, its usefulness has extended so that now it may 
be utilized to reconstruct almost any defect of the face where a pedicle flap 
isneeded. It has been found, however, that in reconstructing the tip of the 
nose or in total rhinoplasty, the lateral attachment of the flap tends to pull 
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the nose off toward one side; therefore in place of the lateral sickle flap, he 
now uses a midline sickle flap so that there is no lateral displacement and the 
end result is much better. Illustrations are used to show its use in the re- 
construction of the greater part of the side of the nose, the reconstruction of 
the side of the nose and cheek, the reconstruction of an orbit, the reconstruc- 
tion of the upper lip and the reconstruction of the upper and lower lip, 
angle of the mouth and lower third of the nose. Illustrations are also used 
to show the use of the midline sickle flap in the reconstruction of half of a 
nose and the reconstruction of the tip of the nose. 7 figures. 


Author’s abstract. 
[A good method deserving of attention.—Ep. | 


Plastic Surgery in England (La chirurgie plastique en Angleterre ). 
M. Galtier. _Presse méd. 54:329-30, May 18, 1946. 


There are about 40 plastic surgeons in England, each in charge of a 
special center attached to a hospital. The hospitals are either military, 
civilian, or mixed units, the largest of them located about 50 miles from 
London, the rest scattered throughout the country. Frequent meetings, 
detailed published reports, constant following of surgical literature, have 
led to standardization of methods, rapid improvement of technic, and great- 
ly superior results. 

The following are the salient points: skin transplantations are espe- 
cially successful, for 3 reasons: (a) utilization of an instrument, the derma- 
tome, whereby even the largest grafted skin pieces may be adjusted to uni- 
form thickness; (b) the use of thrombin plasma which helps grafted skin 
adhere to the open surface, and arrests bleeding; (c) injection of a few cc. 
of penicillin directly under the grafted skin. Thick, degreased skin grafts 
are not used much, being unreliable, even though, when successful, they give 
the best cosmetic results. Thin dermo-epidermic grafts are in use instead, 
which are cut out to fit the covered shape. A single piece may be used in 
the form of a glove, with cutout fingers, to cover the palm or the back of 
the hand (in cases of severe burns). Restoration of the orbital cavity, recon- 
struction of eyelids with their ectropions, and rebuilding of nasal cavities, 
were done successfully by above technic. The grafted piece is kept in place 
with the aid of Benzo-mastich and a guttapercha, or stent, compress. This 
glue is a new invention, widely used in England. Tubed flaps of skin, 
introduced a long time ago in England, are also frequently used for grafts 
in the region of the abdomen as well as in the acromio-clavicular region of 
the neck, the back and the arm. The “delayed” flaps are especially suitable 
for the instep, popliteal space, etc. 

Rhinoplastic operations are based on the same principle. The needed 
tissue is added to the patient’s nose and fashioned to create the best possible 
effect. The old method of producing a frontal gap, even when restoration 
was satisfactory, left unsightly cicatrixes, and the results were inferior to 
the new technic. 

The bone-grafting technic consists in using small fragments of bone 
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piled together and fashioned to conform to the shape of reconstructed parts 
of the skeleton. The periosteum is removed but the rest, from the external 
layer to the bone-marrow portion, is used as a whole. This “mosaic” work 
leads to perfect rapid consolidation of the bone. The mandibular arc, the 
floor of the orbital cavity, the protuberance of the frontal os, were recon- 
structed by this method in a perfect manner. 

The metal tantalum is not very popular in England as bone substitute. 
First, it is expensive; next, the skin grafted over it loses its suppleness, be- 
comes transparent, and acquires a brownish tint, due to the underlying 
metal. The remarkable new disinfectant, cetavlon, adopted in England, 
must be also given credit for the recent successes of plastic surgery. It is an 
aqueous solution of cetyltrimethylammonium bromide, colorless, foamy, 
nonirritant to the skin, mucous membranes, body and scalp hair, etc. The 
lack of color is a disadvantage, as the area painted cannot be distinguished 
from the unsterilized region. Still, this antiseptic is superior to iodine and 
mercurochrome. It is used on cannulas, nasal sounds, infratracheal sounds, 
etc. Dermatome cement is a translucent liquid resembling collodion, which 
aids the surgeon in cutting uniformly thick layers of skin. 

Local anesthesia is not favored, but general anesthesia (mostly pento- 
thal plus cyclopropane) is invariably successful, lasting up to forty-five 
hours. 


Composite Free Grafts of Two Surfaces of Skin and Cartilage from the 
Ear. 


James Barrett Brown (Col. |Inact.\|, M.C., A.U.S.) and Bradford 
Cannon (Lt. Col., M.C., A.U.S.), Valley Forge General Hospital, Valley 
Forge, Pa. Ann. Surg. 124:1101-1107, December 1946. 


The use of a free transplant comprised of two surfaces of skin, with 
cartilage between, taken from the ear has made possible the correction of 
losses of the ala, columella or tip due to trauma, burns, wounds, or opera- 
tive causes in a single operation. Correction of these deformities has always 
presented a problem because the utilization of local flaps may alter a normal 
feature, on, or adjacent to the nose and the use of a remote flap requires 
multiple procedures. The ear is repaired either by closure of the defect. 
grafting of the raw surface, or the use of a scalp flap. If a damaged rim of 
the ear is used in the nasal repair, no additional procedure will be necessary 
in correcting both deformities. 

The donor site of the graft is determined by the deformity to be cor- 
rected. The rim or crus of the helix can be used for marginal repairs. A 
wedge from the outer border of the ear can be used to elongate the ala or a 
plaque of cartilage and skin from the hollow of the concha can be used for 
tip repairs. 

The graft is always cut with an accurate pattern and anchored in place 
with a few buried sutures and very careful skin closure with fine stitches. 
The dressing must be very carefully applied with gentle resilient pressure 
for immobilization, but not enough to interfere with the diffusion of oxygen 
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and early capillary anastomosis. Occasionally there will be discoloration 
or blistering at the time of first dressing, but this is a rare occurrence. 

If there is extreme scarring of the dorsal skin this method can be com- 
bined with a preliminary total resurfacing of the dorsum followed by, usu- 
ally, bilateral composite graft to each ala. The results, using this type of 
free graft, have been more satisfactory than by other methods. The mar- 
gin of the transplanted helix matches the margin of the ala remarkably well 
and the color blends almost perfectly. Experience with over seventy of 
these grafts has proved their value in repairs about the nostrils. 6 figures. 

Author’s abstract. 

{This is a valuable contribution to reconstructive methods.—E. | 


The Primary Closure of Decubitus Ulcers. 


John H. Gibbon, Jr., and Leslie W. Freeman (Capt., M.C., A.U.S.), 
Philadelphia, Pa. Ann. Surg. 124:1148-64, December 1946. 


The authors report their experiences with excision and primary suture 
of decubitus ulcers in combat wounded soldiers with paraplegia in World 
War II. Bed sores are believed to be due to pressure on the skin of suffh- 
cient magnitude to interrupt the blood supply. This ischemia when con- 
tinuous and of sufficient duration produces necrosis. With the exception of 
Trumble’s report (M. J. Australia 2:724, 1930) no quantitative data 
could be found on the amount of pressure required to produce complete 
anemia of the skin and the duration of anemia required to produce necrosis. 
A bulletin issued by the War Department (TB MED 162) states that, 
“maintained pressure for three to four hours may be sufficient to produce 
skin necrosis.” 

The authors believe that the term “trophic nerve” should be aban- 
doned. In their opinion no evidence has been produced to show that an 
adequate blood supply to the skin, or its nutrition, is dependent upon an 
intact nerve supply. Their operative experiences confirm the original ob- 
servations of Brown-Sequard (Experimental Researches, etc. H. Bailliere, 
New York, 1853, p. 16.) Protein and vitamin deficiencies are considered in 
relation to bed sores, and the concentrations of vitamin C and protein in the 
plasma are reported. Malnutrition is regarded as a factor in the produc- 
tion of bed sores and delays their healing. 

The surgical problem presented by a large decubitus ulcer is considered 
similar in many respects to a third degree burn with full thickness skin loss. 
The end results of spontaneous healing and skin grafting are regarded as 
unsatisfactory because they do not provide full thickness skin and sub- 
cutaneous tissue over bony prominences. 

A method of operative closure of decubitus ulcers is described. The 
method involves: (a) complete excision of the ulcer, its margin and all pock- 
ets without contamination of the wound; (b) the formation of skin flaps in 
the immediate vicinity with curved borders and broad bases; (c) the rota- 
tion and advancement of these flaps to cover the skin defect without ten- 
sion; and finally, (d) the use of very fine cotton thread for suture material. 
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Sixty-five ulcers were operated upon by this method in 43 patients. 
Primary healing took place in 44 operations, or 68 per cent. The results 
could be regarded as satisfactory in 59 operations, or 90 per cent. Com- 
plete excision and immediate plastic closure is the best method of treating 
bed sores in young patients with paraplegia. 25 references. 2 tables. 13 
figures. 

Author’s abstract. 


[This is a fundamentally sound method of providing for restoration of skin and 
subcutaneous tissue.—Eb. ] 


The Effect of Penicillin and Streptomycin —_— Locally on the Take 
of Skin Grafts. 


Hamilton Baxter, Royal Victoria Hospital and McGill University, 
Montreal, Que., Canada. Plast. & Reconstruct. Surg. 1:322-28, November 
1946. 


The effect of penicillin and streptomycin on the take of skin grafts was 
studied in 50 separate procedures. The granulating area was divided into 
two halves and the antibiotic solution was injected beneath one half of the 
skin graft, the other half served as a control. It was found that a solution 
containing 25,000 units of penicillin and streptomycin per cc. resulted in the 
most satisfactory healing of grafts. Penicillin is the most potent antibiotic 
against gram- positive organisms and streptomycin is most effective against 
gram-negative organisms, especially those which secrete penicillinase, which 
rapidly destroys penicillin. 

It is considered that application of the antibiotics at the time of skin 
grafting and subsequently, if necessary, when the dressings are changed 
constitutes the most satisfactory procedure. It is probably unwise to apply 
antibiotic solution to granulating areas for more than twenty-four to forty- 
eight hours prior to skin grafting, because of the danger of developing peni- 
cillin or streptomycin resistant strains of organisms. Fine mesh gauze 
soaked in the antibiotic mixture may be applied to the skin graft before ap- 
plication of the xeroform gauze in cases where infection is especially feared. 
It has been shown that the solution maintains its activity for at least forty- 
eight hours, and since capillary anastomoses develop in that time and some 
circulation in ninety-six hours, it would appear that the antibiotics protect 
the graft from infection during the period when its vitality is low. 

Earlier skin grafting 1s possible on contaminated wounds when a mix- 
ture of penicillin and streptomycin are used and a higher percentage take 
of the graft is obtained. The use of antibiotics is especially helpful when 
skin grafts are applied in the vicinity of the body orifices, in cavities and 
about the axillas, hands and feet, which are noted for the number and vari- 
ety of organisms present. The employment of penicillin and streptomycin 
topically instead of intramuscularly, orally or by other routes, offers the 
obvious advantage of enormous concentration of the agent as the site of the 
skin graft as well as freedom from painful injections and loss of sleep. 
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It should be emphasized that penicillin and streptomycin are merely 
helpful adjuncts to successful skin grafting. In these patients blood trans- 
fusions, high protein diet and adequate vitamins must be provided. The 
presence of bacteria in a wound does not necessarily mean that a skin graft 
will be damaged. They must be pathogenic, sufficiently virulent and pres- 
ent in adequate numbers before they can tip the biologic scales downward 
and cause the loss of part or all of the skin graft. To be of value the anti- 
biotic must be active against the organism, must be able to reach the bacteria 
and must be present in sufficient amounts. Viewed in such a way they de- 
serve to be included in the armamentorium of the surgeon who wishes to 
obtain the utmost success in skin grafting. 5 references. 2 tables. 4 figures. 

Authors abstract. 
|The role of the antibiotics as an adjunct to skin grafting is important. The 
merits of local versus systemic administration is still controversial.—Ep. | 


Release of Circular Constricting Scar by Z Flaps. 


Thomas W. Stevenson. Plast. & Reconstruct. Surg. 1:39-42, July 
1946. 


The first case presented is that of a boy with congenital constriction 
rings of the left lower extremity. In this case there was an inadequate sup- 
ply of arterial blood, faulty return of venous blood and an absence of mus- 
cles or nerves which passed through the points of constriction. The grooves 
which extended to the bone on all sides, were found immediately below the 
knee and just above the ankle. When the child was 2 years old an unsuc- 
cessful attempt had been made to relieve the upper constriction by circular 
excision and suture of the skin as an end to end anastomosis. The present 
satisfactory result was accomplished by performing three Z-flap operations 
at intervals of two to three months. At operation the skin and bones ap- 
peared to be the only structures which continued through the constrictions. 
Following the second operation the calf of the leg appeared less edematous 
and was warmer, and after the constriction above the ankle was relieved, the 
foot became warmer. The Z-plastic operation was selected as the method 
of treatment, rather than amputation, because the os calcis and heel pad were 
present, and thought capable of supporting weight. The child now has 
developed good thigh musculature. He wears a built-up shoe and a brace 
is secured below the knee. He can run, skate and ride a bicycle. There has 
been a gradual return of sensation down to the ankle. 

The second case is that of a 30 year old woman who received a severe 
burn of the left thigh and the buttocks at the age of 4 years. The patient 
sought aid because of a recurrent ulceration in the bottom of the constriction, 
numbness of the affected leg and increasing edema of the leg. A split skin 
graft failed and the Z-flap procedure then was carried out. Although the 
excessive amount of scar tissue contained in both flaps prevented a smooth 
postoperative scar, the general contour of the thigh was restored and the 
constriction was relieved. 
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15. Thyroid and Parathyroid 


A More Optimistic Approach to Cancer of the Thyroid. 


Richard B. Cattell, Lahey Clinic, Boston, Mass. West. J. Surg. 54: 
444-51, November 1946. 


Previous to Jan. 1, 1946, 487 patients with cancer of the thyroid have 
been treated at the Lahey Clinic by operation or by combined surgery and 
radiation therapy. This number does not include those patients treated by 
radiation alone. There were 25 postoperative deaths, a mortality rate of 
5.1 per cent. During this time 21,349 operations for goiter were done, 
giving an incidence of malignancy of 2.3 per cent. 

There are three means of combating thyroid malignancy. The first 
consists of removal of the premalignant lesion, the benign thyroid adenoma. 
The second is the active treatment of malignancy by operation and by radia- 
tion therapy. Finally, new methods must be developed for a direct attack 
on the malignant cell, as for example, by means of radio-active iodine. 

Approximately 4 per cent of discrete adenomas show histologic evi- 
dence of malignancy, either in the form of invasion of the capsule or blood 
vessel ingrowth. For this reason all discrete fetal adenomas should be re- 
moved as soon as discovered. If at the time of operation there is gross evi- 
dence of malignant change, immediate frozen section should be done, and if 
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confirmed, total removal of that lobe should be carried out. Under these 
circumstances, postoperative roentgen therapy should be given. 

Rapid increase in size of the thyroid nodule is the only clinical sign. 
It indicates early malignant change. This can be due to hemorrhage within 
an adenoma as well as to malignancy, but early operation should be advised. 
Malignancy sometimes is found in patients with hyperthyroidism. This is 
probably a coincidental finding and has its origin in a fetal adenoma. We 
have encountered 26 carcinomas of the thyroid glands removed for hyper- 
thyroidism. 

Tumors of lateral aberrant thyroid origin are all potentially malig- 
nant. Embryologically, they arise from the third and fourth branchial 
pouches which normally form no part of the normal adult thyroid gland. 
They occur as discrete or multiple nodules, lateral to the internal jugular 
vein. In over 30 per cent the homologous lobe shows a similar structure. 
Radical neck dissection should be done in all cases, removing the sternomas- 
toid muscle, internal jugular vein and prethyroid muscles on that side. The 
homologous lobe should always be removed. Radical neck dissection should 
be followed by roentgen therapy. Results of this treatment are excellent, 
based on a study of 47 patients so treated at the Lahey Clinic. One patient 
died of recurrent malignancy and 5 others are living with metastases. 

When the diagnosis of cancer of the thyroid can be made clinically, the 
prognosis is much more serious. Total thyroidectomy should be done with 
removal of the prethyroid muscles. Tracheotomy should usually be per- 
formed as the procedure is completed. Radical neck dissections are not 
indicated. Intensive roentgen therapy should follow and the appearance 
of recurrent nodules in the neck should again be attacked surgically. 

In the presence of extensive thyroid cancer where total thyroidectomy 
is impractical, as much of the malignancy is removed as possible, trache- 
otomy is performed and postoperative roentgen therapy given. 

Lahey, Hare and Warren reviewed 231 cases at the Lahey Clinic and 
found the following five year survival rates: 


CANCER OF THE | HyrRorp (231 Cases) FivE-YEAR SURVIVAL RATE 
( Percentages of Five-Year Survivals for Each Group) 


Per cent 
Adenoma, blood vessel invasion 71 
Papillary cystadenoma, malignant 2 
Papillary adenocarcinoma 80 
Alveolar Carcinoma 27 
Small cell carcinoma 22 
Giant cell carcinoma 17 
Fibrosarcoma 33 


Thus, it is evident that thyroid cancer is curable in 17 to 80 per cent of 
the cases, depending on the grade or histologic type of malignant disease. 
These results of present day management warrant a more optimistic ap- 
proach to the treatment of thyroid cancer. 6 references. 1 table. 

Author’s abstract. 
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[| This is an excellent summary of malignant thyroid surgery. Incidence of ma- 
lignancy is lower than many authors report. Such a report sounds a hopeful note in 
a discouraging condition.—Eb. | 


The Use (For Cosmetic and Biological Reasons) of Plasma-Thrombo- 
plastin Adhesion as Substitute for Sutures in Thyroid Surgery. 


Felix Mandl, M. Finkelstein and N. Rabinovici, Rotschild-Hadassah- 
University Hospital, Jerusalem, Palestine. Acta med. orient. 5:75-79, 
March 1946. 


The author replaced the skin sutures after thyroidectomy by plasma- 
thromboplastin, prepared from human placenta. The advantages of this 
method are: (a) the material is from a human source; (b) the preparation 
of plasma-thromboplastin from placenta is easy; (c) thromboplastin is 
resistant to heat, it can be sterilized and stored in solution in ampules for 
a considerable length of time without loss of activity. 

Twenty-four thyroidectomies were treated with plasma-thrombo- 
plastin. After suturing the platysma, the skin is held apart by fine, small 
forceps. Plasma is instilled into the wound. This is followed by thrombo- 
plastin. The edges of the wound are then approximated. After two minutes 
the edges become fixed in position. If a drain is left (in cases of hyperthy- 
roidism ), the dressing is changed after twelve or twenty-four hours. The 
drain is then removed. Twelve hours later the adhesion of the edges is 
complete. The patient is permitted to move his head and neck. 

The scars, after using this method, are hardly visible, which is of great 
cosmetic importance. This method shortens the hospitalization time. 19 
references. 3 figures. 

| Hospitalization with skin clips is only three to five days.—Eb. | 


Thiouracil in the Treatment of Thyrotoxicosis: Experience of the Thy- 
roid Clinic of the Columbia-Presbyterian Medical Center. 


H. Aranow, Jr., R. H. E. Elliott, Jr.. V. K. Frantz, G. W. Melcher, 
Jr., and §. C. Werner, Presbyterian Hospital, New York, N. Y. Ann. 
Surg. 124:167-79, August 1946. 


Effects of thiouracil therapy were observed in 77 cases of primary 
toxic goiter and 30 cases of recurrent toxic goiter. In all cases thiouracil 
controlled the symptoms and signs of thyrotoxicosis and restored the basal 
metabolic rate to normal except when discontinued prematurely. How- 
ever, following withdrawal of therapy, the incidence of recurrences is high. 
Toxic reactions included dangerous granulocytopenia in 5 cases, agranulo- 
cytosis in one, and fever, rash, and thyroiditis. Observations on 47 thyroid- 
ectomies are presented, 18 following thiouracil only, and 20 following 
thiouracil with iodine. Because of toxic reactions with thiouracil, use of 
iodine alone is recommended as a preparation for operation in the average 
case of toxic goiter. The drug is useful in certain poor risk cases or those 
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where iodine is not tolerated, in selected cases with postoperative recur- 
rences, and as a means of control of hyperactivity over extended periods. 
14 references. 3 tables. 8 figures. 1 chart. 

[The toxicity of this drug is well enough established to abandon it according to 
one editor.—Eb. | 


Technic of Thyroidectomy. 


J. William Hinton and Jere W. Lord, Jr., New York Post Graduate 
Medical School and Hospital, New York, N. Y. S. Clin. North America 
26:457-63, April 1946. 


A method of thyroidectomy is described by the authors which makes 
the procedure relatively safe and simple for the young surgeon. The meth- 
od is based on the two main principles: (1) control of the gland with ade- 
quate exposure; (2) absolute hemostasis. 


Nonabsorbable suture material, preferably cotton, is used throughout. 
The authors usually approach first the right lobe of the thyroid gland. 
The vessels at the lower pole are divided and the dissection is carried medi- 
ally, dividing the isthmus with a succession of small bites. In place of dis- 
section of the upper thyroid artery before it branches, the authors prefer to 
apply two clamps to each branch as it passes over the upper part of the lobe, 
both anteriorly and posteriorly. This step is easier to perform because of 
exposure and is safer because the ligatures are placed on several small 
arteries rather than one large one. 

[The technic of thyroid surgery is too well marked out for much variation 


Ep. | 


Thyrotoxicosis and Pregnancy. 


Robert C. Stepto, Provident Hospital, Chicago, Ill. West. J. Surg. 
54:317-19, August 1946. 


Thyrotoxicosis is a relatively infrequent complication of pregnancy, 
the incidence in 59,923 cases in the literature being 0.18 per cent. The cases 
are more frequent in areas in which goiter is endemic. 


In 50 to 90 per cent of pregnancies the thyroid gland undergoes vas- 
cular enlargement without hypertrophy. Thyroid secretion and colloid 
are increased while the iodine content of the gland decreases. The thyroid 
gland becomes hyperactive about the third month and involutes during the 
puerperium. Thyroid hypertrophy may be a response to an increased stim- 
ulus by the thyrotropic principle of the anterior pituitary gland. 

Only a few patients show a progression of symptoms as the gestation 
continues. The treatment should be conservative and it is the thyrotoxi- 
cosis rather than the pregnancy which should be interrupted. An illustra- 
tive case history in a 40 year old woman is presented. 19 references. 

[Conservatism is not necessary if hyperthyroidism is severe; surgery will not 
interrupt the pregnancy.—Eb. | 
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The End Results of Thyroidectomy in Exophthalmic Goiter. A Twenty 
Years’ Postoperative Study of One Hundred Cases of Exophthalmic Goiter. 


Arnold S. Jackson, Jackson Clinic, Madison, Wis. West. J. Surg. 54: 
452-61, November 1946. 


A. S. Jackson presented a study of 100 patients with exophthalmic 
goiter upon whom thyroidectomy was performed twenty or more years ago. 
These patients were observed at frequent intervals over this period both by 
physical examination and by basal metabolic rate studies. The average 
preoperative metabolic rate was plus 51 per cent. The average postopera- 
tive rate was plus 5 per cent. One patient still presented mild symptoms 
of hyperthyroidism and was being controlled by iodine. The remainder 
were free of symptoms, although 20 were suffering from conditions other 
than hyperthyroidism. Ten had reached or were past 75 years of age. The 
majority of these patients were performing normal duties despite the fact 
that many came to surgery only after a prolonged illness. The author be- 
lieves that the fact that 1 patient sustained a sufficient degree of postopera- 
tive hypothyroidism to require thyroid therapy permanently is a definite 
argument against so-called total thyroidectomy. He stated that more care- 
ful attention to postoperative care and frequent clinical and metabolic 
studies of these patients will increase the number of satisfactory results. 

From his study of the end results of thyroidectomy performed for 
exophthalmic goiter twenty or more years ago, the author concludes that the 
surgical treatment of this disease is a highly satisfactory procedure. Dur- 
ing the past fifty years the final results of surgery have steadily improved as 
a result of earlier diagnosis and, consequently, earlier operation, better 
methods of preoperative and postoperative care, and better surgical technic. 
On a similar basis, the results of thyroid surgery when performed under 
equal conditions are comparable to those of surgery on the biliary and 
gastro-intestinal tract. Admittedly, a nonsurgical treatment of this disease 
would be highly desirable, but the results of roentgen-ray therapy, iodine, 
thiouracil, and other methods have clearly demonstrated that thyroidectomy 
remains the procedure of choice. Published reports to date do not indicate 
that radioactive iodine will supplant thyroidectomy, but future develop- 
ments in this field might alter this conclusion. The results with propyl- 
thiouracil have been encouraging but sufficient time has not elapsed to deter- 
mine the ultimate effect in exophthalmic goiter. 33 references. 3 figures. 

Author’s abstract. 

| ‘This illustrates the efficacy of thyroid surgery, and improved methods will give 

an even lower mortality for the next two decades.—Ep. | 


Hyperthyroidism in Pregnancy Treated with Thiouracil. 

Solomon Strouse and Charles Draskin, Cedars of Lebanon Hospital, 
Los Angeles, Calif. J. A. M. A. 131:1494-95, Aug. 31, 1946. 

The occurrence of pregnancy with hyperthyroidism is rather rare. Re- 
view of the literature reveals reports of less than 10 cases treated with 
thiouracil. A case is reported of pregnancy with hyperthyroidism treated 
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with thiouracil for fifty-five days before labor. The patient was given 0.6 
Gm. daily for twenty-eight days and 0.4 Gm. daily for twenty-seven days 
without any toxic effect on either mother or child. The child however was 
not quite normal looking and was not as alert and active as other babies of 
her age. The basal metabolic rate could not be taken but the blood choles- 
terol was 106 mg. per 100 cc. and the blood organic iodine 10 micrograms 
per 100 cc. The baby appeared to be hypothyroid rather than hyperthyroid. 
She was not treated but became normal in about three months. This case 
confirms experimental studies indicating possible harmful effects of thiou- 
racil in pregnancy with possible damage to the infant. 3 references. 

[This is an interesting confirmation of the effect of thiouracil on a fetus. It 
shows another advantage of surgical treatment of hyperthyroidism.—Ep. | 


REFERENCES TO CURRENT ARTICLES 

Calcification of the Thyroid Gland. Richard T. Shiggins, Omagh, North Ireland. 
Brit. M. J. 4484:899, Dec. 14, 1946. 

Chronic Non-Specific Thyroiditis. CC. George Hori, St. Mary’s Hospital, Montreal, 
Que. Canada. Canad. M. A. J. 55:372-74, October 1946. 

Conservative Treatment of Thyrotoxicosis with Thiouracil. Joseph K. Narat, Chi- 
cago, Ill. Am. J. Surg. 72:734-37, November 1946. 

Metastatic Hypernephroma of the Thyroid Gland. Robert R. Linton, J. Dellinger 


Barney, Henry D. Moorman and Jacob Lerman, Boston, Mass. Surg. Gynec. & 
Obst. 83:493-98, October 1946. 

Paraxanthine Treatment of Hyperthyroidism. Stig Borgstrom, Surgical Clinic, Lund, 
Sweden. Acta chir. Scandinav. 94:137-4, Fase. 1-2, 1946. 

Penicillin in the Treatment of Thiouracil Agranulocytosis. A. J. Thomas, Llan- 
dough Hospital, Cardiff, Wales. Brit. M. J. 4484:899, Dec. 14, 1946. 

Radioactive Iodine Therapy. Effect on Functioning Metastases of Adenocarcinoma 
ef the Thyroid. S. M. Seidlin, L. D. Marinelli and Eleanor Oshry, Montefiore 
Hospital and Memorial Hospital, New York, N. Y. J. A. M. A. 132:838-47, 
Dec. 7, 1946. 


16. Thoracic Surgery 


Chest Injuries: Application of Military Experience to Civilian Practice. 


Clarence E.. Gardner, Jr., Duke University School of Medicine, Dur- 
ham, N.C. S. Clin. North America 26:1082-94, October 1946. 


Chest injuries and their treatment are discussed and results of military 
experience are applied to civilian practice. The importance of bedside roent- 
genograms in the diagnosis and treatment of injuries of the chest is empha- 
sized. Disturbances in the cardiorespiratory mechanism are the chief dan- 
ger from these injuries. They comprise contusion of the lung, loss of sta- 
bility of the chest wall, pneumothorax or hemothorax and are discussed in 
detail. 

Contusion with some laceration of lung tissue, pulmonary edema and 
hemorrhage are present in all penetrating and about 30 per cent of non- 
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penetrating chest wounds and may occur without fracture of the rib. Symp- 
toms vary from pain and bloody expectoration to serious interference with 
respiration. Occurrence of an excessive amount of fluids in the tracheo- 
bronchial tree constituting the “traumatic wet lung” may cause the patient 
to drown in his own secretion. Loss of stability of the chest wall as a result 
of multiple rib fractures may cause a paradoxical respiration in which the 
detached segment moves in an opposite direction to the chest wall and is 
sucked in on inspiration and pushed out on expiration. The patient becomes 
dyspneic and cyanotic. Pneumothorax may develop from a tear in the lung 
or a hole in the chest wall. It is not serious unless a tension pneumothorax 
develops. In this, a valvelike action at the pleural tear in the lung permits 
air to enter the pleural cavity but not to escape. A positive pressure grad- 
ually builds up which may seriously interfere with respiration. Hemo- 
thorax may result from injury to the lungs or the intercostal or internal 
mammary vessels. Collapse of the lung spontaneously stops pulmonary 
hemorrhage but bleeding from the chest wall may require surgical relief. 
Massive clotting or the development of so much fibrin that removal of the 
blood by aspiration is prevented occurs in about 5 per cent of cases. 


Diagnosis and treatment of these conditions are discussed. Oxygen is 
administered and blood and secretions aspirated in pulmonary contusion. 
The mobile segment must be immobilized in loss of stability. Early and 
repeated aspirations are necessary in hemothorax. If this is unsuccessful, a 
decortication operation is performed and the thickened scar removed from 
the entire lung, mediastinum, chest wall and diaphragm. 17 references. 
1 table. 5 figures. 


The Treatment of Acute and Chronic Pulmonary Disease with Peni- 
cillin Aerosol. 


Charles W. Fullerton and S. J. Shane, Medical Services of Montreal 
General Hospital, Montreal, Que., Canada. Canad. M. A. J. 54:535-39, 
June 1946. 


Fourteen patients received 25,000 units of penicillin aerosol every 
three hours, after penicillin-sensitive organisms had been found present. 

Atypical virus pneumonia was unaffected by the inhalation therapy. 
Four patients with pneumococcal pneumonia were successfully treated. Two 
cases of lung abscess were given penicillin aerosol therapy; in the first pa- 
tient a bronchial stenosis was discovered which obviated drainage of the 
abscess and also hindered entry of penicillin to the abscess. In the second 
patient the lung abscess resulted from a pulmonary infection by Vincent’s 
organisms. It is believed to be the first case of lung abscess with this etiol- 
ogy to be treated with penicillin aerosol, and the patient cured. 

Three cases of bronchiectasis and 3 with chronic bronchitis with at 
least a ten year history were treated. In but | case was a favorable result 
obtained. These cases illustrate the futility of this form of treatment in the 
presence of penicillin-resistant bacteria. 8 references. 
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The Thoraco-Abdominal Casualty. 


R. H. Wylie, New York, N. Y., Henry L. Hoffman, Cleveland, Ohio, 
Donald B. Williams, Lafayette, La., and William F. Rose, St. Louis, Mo. 


Ann. Surg. 124:463-78, August 1946. 


The thoraco-abdominal wound, in which a missile perforated the dia- 
phragm and entered the pleural and peritoneal cavities, comprised 25.5 
per cent of 3,532 abdominal wounds operated upon in a three year period. 
Measures to combat shock included plasma and blood transfusion, and op- 
eration at the earliest possible moment; delays with either measure are a 
serious threat to life. Generally thoracotomy should be performed before 
celiotomy. Operative procedure is discussed in considerable detail; in 362 
cases all the abdominal procedures were performed through the diaphragm. 
A drop in mortality rate from 36.7 per cent to 20 per cent over the three 
vear period is attributed chiefly to the increased understanding of preopera- 


tive and postoperative care and to the increased skill of the surgeons. 
tables. 


REFERENCES TO CURRENT ARTICLES 

Arterial Injuries of the Thorax. Herbert D. Adams, Lahey Clinic, Boston, Mass. 
J. Thoracic Surg. 15:365-72, October 1946. 

Complications of Thoracotomy Observed during Operations upon the Sympathetic 
and Vagus Nerves. Keith $. Grimson, Duke University School of Medicine, Dur- 
ham, N.C. S. Clin. North America 26:1108-23, October 1946. 

Crushing Injuries of the Chest. Ross Robertson,, Vancouver, B. C., Canada, J. 
Thoracic Surg. 15:324-35, October 1946. 

Role of the Pulmonary Plexus of Lung Surgery: An Experimental Study. H. 
Bilfeldt-Nicholls and A. Escala Bawden, Washington University School a Ae 
cine and Barnes Hospital, St. Louis, Mo. J. Thoracic Surg. 15:422-29, Decem- 
ber 1946. 

The Treatment of Thoracic Actinomycosis by Penicillin and Sulfonamide Drugs. 
H. Ryerson Decker, Pittsburgh, Pa. J. Thoracic Surg. 15:430-40, December 1946. 

War Injuries of the Chest. R.L. Moore (Lt. Col., M.C., A.U.S.), Halloran Gen- 
eral Hospital, Staten Island, N. Y. Ann. Surg. 124:367-82, August 1946. 


Chest Wall 


Desmoid of the Anterior Chest Wall. 


T. B. Wiper (Major, M.C., A.U.S.) and J. M. Miller (Major, M.C., 
A.U.S.). Am. J. Surg. 71:556-57, April 1946. 


Desmoids of fibromas are infrequently occurring tumors of the mus- 
culofascial structures usually appearing on the anterior abdominal wall. 
Pearman and Mayo reported the details of 77 patients with desmoids who 
were treated at the Mayo Clinic. In 22 cases the tumor was located in the 
skeletal muscle system removed from the anterior abdominal wall. The 
incidence in females was greater than among males, as is usual with this 
particular tumor at any site. The causal factors underlying the appearance 
of these tumors are unknown. Trauma was noted in 60 per cent of the 75 
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cases reported by Pearman and Mayo. It is usually found in connection 
with the musculo-aponeurotic structures of the anterior abdominal wall and 
only occasionally in other sites. The tumors do not undergo metastasis, but 
may recur locally if incompletely removed. 

The case reported was in a white male 23 years old who incurred a 
wound of the right thorax from a shell fragment. Several thoracenteses 
were done and later a thoracotomy with removal of the foreign body was 
performed. Two months after the injury a smal] mass in the right infra- 
clavicular region was noted. The growth was gradual, accompanied with 
tenderness and pain. Neither laboratory tests nor roentgenograms revealed 
any bone tumor. The infrared technic did not show any dilated venous 
channels about the tumor. A phlebogram gave some idea as to the depth 
of the mass. Twenty-five cc. of diodrast were injected into a vein in the 
lower right forearm with a tourniquet about the midarm. A visualization 
of the right brachial, subclavian and innominate veins was obtained and no 
perceptible deviation from the normal in size or position of these blood ves- 
sels was noted. Surgical exploration was the next procedure as all attempts 
to establish a diagnosis were without avail. A curvilinear incision over the 
tumor was made. The mass was of firm fibrous consistency without definite 
encapsulation, infiltrating the pectoralis major muscle and firmly attached 
to the fibrous tissue over the sternoclavicular joint. A wide block resec- 
tion of the tumor and adjacent muscle was done. The wound healed quick- 
ly and firmly. 1 reference. 2 figures. 


Spinal Anesthesia for Thoracoplasty. 
Oscar Schuberth. Acta chir. Scandinav.91:386-92, Fasc. 1-6, 1944. 


Seventy thoracoplasties, followed by 2 deaths, were done on 39 pa- 
tients. One hour after the usual pre-operative preparation with morphine 
and scopolamine, the selective dosage method of spinal anesthesia according 
to Sebrecht was started with the patient in the lateral posture. The patient 
however was placed in the prone position with the arms elevated for the 
actual operating. The first to third ribs were resected dorsally in 30 in- 
stances, the fourth to seventh in 31 and the eighth to eleventh in 4. The 
first to fourth ribs were resected ventrally in 5 cases. 

In 40 instances spinal anesthesia was sufficient, in 14, more frequently 
in the higher regions of the thorax, more additional local anesthesia was 
necessary, and in 13 recourse was had to general narcosis. The author be- 
lieves that this method should receive further study. 13 references. 2 tables. 


Results of Thoracoplasty. 


Richard Davison, Chicago, Ill. Dis. of Chest 12:431-35, Sept.-Oct. 
1946. 


Of 933 patients, on whom thorocoplasty operations were performed 
from 1933 to 1945 at the Chicago Municipal Tuberculosis Sanatarium, 54 
were classified as “moderate advanced” and 897 as “far advanced.” There 
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were 58 operative deaths, 14 from tuberculous pneumonia, 13 from pul- 
monary embolism, 6 from atelectasis, and the remainder from other causes. 
Of 115 nonoperative deaths, 85 were caused by progressive tuberculosis, 7 
by tuberculosis meningitis, and the remainder from other causes. Four 
hundred and eighty- eight patients were classified as “apparently arrested,” “s 
34 as ° ‘improv ed negative,” 55 as “improved positiv e,” 16 as “unimproved. 

Ninety-nine were untraced but were negative and in good condition when 


last seen . Twenty-four were untraced but were positive and active when 
last seen. 
REFERENCES TO CURRENT ARTICLES 
Clinical Observations and Therapy of Tuberculosis of Ribs. (Zur Kl'nik und Ther- 
apie der Rippentuberkulose). Helge Sjovall, Surgical and Orthopedic Clinics, 
Lund, Sweden. Acta chir. Scandinav. 94:33-48, Fasc. 1-2, 1946. 
The Use of Methyl Methacrylate Plombage in the Surgical Tre: atment of Pulmonary 


Tuberculosis. David A. Wilson, Duke University School of Medicine, ‘Durham, 
N.C. S. Clin. North America 26:1060-70, October 1946. 


18. Pleura 


REFERENCES TO CURRENT ARTICLES 
Massive Organizing Hemothorax. August F. Jonas (Lt. Col., M. C 
Surgery 20:168-73, August 1946. 


Traumatic Hemothorax. Henry A. Brodkin, Newark, N. J. Am. J. Surg. 72:569- 
72, October 1946. 


, A.US.). 


19. Lung 


Lobectomy and Pneumectomy in Pulmonary Tuberculosis. 


Duane Carr and John S. Harter, University of Tennessee College of 
Medicine, Memphis, Tenn. Dis. of Chest 12:387-93, Sept.-Oct. 1946. 


Pulmonary resection in tuberculosis is a procedure to be used, not in 
competition with the different types of collapse therapy, but where those 
types of treatment have no hope of cure. Among the indications for resec- 
tion are: extensive bronchial stenosis, tuberuloma, cavities that do not close 
under adequate thoracoplasty, lower lobe cavities inaccessible to collapse 
therapy, and tuberculous bronchiectasis. 

Pulmonary resection in tuberculosis has many hazards, derived from 
the following facts: (1) tuberculosis is usually not limited to one lobe or 
even one lung alone; (2) quiescent disease may be reactivated by the over- 
distension of apparently healthy lung tissue; (3) in a high percentage of 
patients bronchogenic spread occurs; (4) tuberculous empyema, pure or 
mixed, may be a complication. 

Out of a series of 18 patients operated upon, 7 are dead, 7 living with 
active tuberculosis and 4 have no known complications. In 5 patients, em- 
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pyema was an important factor in causing death. Tuberculosis pericarditis 
was the cause of death in | patient and circulatory failure caused the remain- 
ing death. Of the living patients, 1 has a poor prognosis and the others have 
so far had a satisfactory response. 

A case is presented in which resection was performed because of tuber- 
culoma. After eighteen months of rest the patient was apparently well, 
but six months later was found to have active tuberculosis in the opposite 
lung. A second case is presented in which resection was performed for 
bronchiectasis. A bronchial fistula with localized empyema resulted, was 
closed surgically after nine months, and for a few days later tuberculosis 
was recognized in the contralateral upper lobe. 

The immediate mortality rate of pulmonary resection in tuberculosis 
has been low but the final value of the operation cannot as yet be stated. 


Posterior Cordotomy for Relief of Phantom Limb Pain. 


J. Lawrence Pool, New York, N. Y. Ann. Surg. 124:386-91, August 
1946. 


Phantom limb pain must be differentiated from sensation or pain due 
to sensitive neuromata of an amputated stump. Two types may occur, alone 
or concurrently. The burning type pain resembles that of conditions asso- 
ciated with neurovascular dysfunction. The assumption of its autonomic 
origin is supported by the relief obtained through sympathectomy. The 
second, cramped posture type pain, appears partly due to disturbance of pro- 
prioceptive circuits, which can be relieved by posterior cordotomy. Spinal 
tractotomy has not proved successful. Three case reports are presented, 
in 2 of which posterior cordotomy alone or with sympathectomy gave ade- 
quate relief. These procedures evidently reduce the influx of abnormal 
impulses maintaining hyperactivity of suprasegmental circuits. Cortical 
extirpation and prefrontal lobotomy are effective but undesirable because 
of potential postoperative epilepsy or personality changes. 21 references. 


The Surgery of the Thymus Gland. 


Geoffrey Keynes, London, England. Brit. J. Surg. 333:201-14, Janu- 
ary 1946. 


This is the first contribution in the whole range of the British Journal 
of Surgery from 1913 to the present time on the surgery of the thymus. 

Thymic asthma is a well-known condition sometimes seen in young 
children in which there is a recurrent difficulty in breathing associated with 
stridor and cyanosis. Death sometimes ensues. M. Victor Veau (1924) 
at the International Congress, stated that three operations had been tried: 
(1) exothymopexy, or fixation of the gland in the substernal space; (2) 
resection of the manubrium sterni to relieve pressure; (3) thymectomy. 

Thymic tumors are uncommon. The removal of thymic tumors has 
seldom been attempted, and most of those that have been removed have 
been in patients who had myasthenia gravis associated with the growth. 
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Symmers (1932) states that in 17,000 postmortems at Bellevue Hospital 
in New York only 24 thymic tumors were found. The first recorded opera- 
tion for benign thymic tumor with myasthenia was done by Blalock of Balti- 
more in 1936. This was successful, the patient being well four years later. 
Myasthenia gravis is reputed a rare disease, and many practitioners pass 
through the practice of a lifetime without ever having seen an example of it. 
Occasionally tumors of the thymus are associated with a myasthenic state, 
and it was probably on this basis that Sauerbruch in 1912 attempted to re- 
move the thymus gland from a myasthenic patient. The operation was 
done through the neck, and cannot have been complete, though the patient’s 
condition was improved. Haberer repeated the experiment in 1917. 


REFERENCES TO CURRENT ARTICLES 
Acute Suppurative Mediastinitis. Ralph Adams, Lahey Clinic, Boston, Mass. J. 
Thoracic Surg. 15:336-40, October 1946. 


20. Mediastinum 


Surgical Treatment of Angina Pectoris: Experiences with Ligation of 
the Great Cardiac Vein and Pericoronary Neurectomy. 


Mercier Fauteux, Montreal, Que., Canada. Ann. Surg. 124:1041-46, 
December 1946. 


The author considers that it is fundamentally important to elaborate 
surgical procedures for the treatment of angina pectoris which would simul- 
taneously block sensory disturbances, vasomotor reactions, and mechanical 
interferences with the coronary blood flow. 

To improve the mechanical conditions of the coronary circulation, value 
of coronary venous ligation was reinvestigated. To block the action of re- 
flexes, all the important pathways to and from the coronary arteries were 
resected at the root of the aorta and the origin of the coronary arteries. This 
last procedure which is obviously more than a sympathectomy, as vagal, 
sympathetic and sensory branches are resected, is referred to as pericoronary 
neurectomy. 

The experimental results reported illustrate that it is essential to act 
simultaneously against both mechanical and vasomotor disorders in coronary 
disease to achieve better results through operation. 

Sixteen patients have been operated upon. They are divided into three 
groups: in the first, (10 cases), only coronary venous ligation was done; in 
the second group (5 cases), coronary venous ligation combined with peri- 
coronary neurectomy was done; in the third group (1 case), pericoronary 
nevrectomy alone was carried out. 

All these patients had a history of coronary thrombosis confirmed by 
electrocardiographic tracings. All were practically disabled by angina and 
did not respond to rest and medication. Three died either during or soon 
after operation. Two succumbed later: 1, three months after operation, 
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and the other 2.5 years after operation. Eleven patients are still living; 
one, six years after the operation. At the age of 65 he is working; his only 
complaint is a slight dyspnea after exertion. He is now obese and hyper- 
tensive. Three patients were operated upon approximately five years ago; 
they all do the same type of work in which they were engaged before coro- 
nary disease incapacitated them, and they have no anginal pain. In the 
recent group of 3 patients in which coronary venous ligation was combined 
with pericoronary neurectomy, | patient is working steadily and has been 
for 1.5 years; he does not complain of angina. The second case is much 
improved but states that at the end of the day he often feels pain in his 
chest of less intensity than before the operation. The third case, operated 
upon last November, is remarkably well. Before November he was unable 
to work on account of angina. Substernal pains occurred with bowel move- 
ments, and after marital relations, or walking on the level. Since the opera- 
tion, this pain has been absent. In January he walked in a snowstorm, face 
against the wind, and reached his home without having pain or the slightest 
discomfort. On another occasion, he walked two miles without resting, and 
immediately afterwards ate a hearty meal. This was not accompanied or 
followed by angina. He admits that he never could have done this a year 
ago. 

In one severe case, it was necessary to perform the operation in two 
stages. In the first stage, the ribs were partially resected; and in the second 
stage, denervation was done. Coronary venous ligation was omitted because 
we did not dare to prolong the operation. The blood pressure was at a low 
level. It is too early to evaluate the results in this patient. Yet it is en- 
couraging to note that, since the operation, he has improved a great deal. 
Formerly he took about 6 nitroglycerin pills, but now he does not need this 
medication. 


Author’s abstract. 


Surgical Treatment of the Patent Ductus Arteriosus: Report of Five 
Cases. 


H. H. Bradshaw, William L. Molineux and Medford C. Bowman, 
Bowman Gray School of Medicine of Wake Forest College, Winston-Salem, 
N.C. Arch. Surg. 53:489-98, November 1946. 


Ligation or division of the ductus is being done in increasing numbers 
of patients every year, as evidenced by the fact that one surgeon, alone, has 
ligated or divided patent ducti in 133 patients with only 5 fatalities. 

Early criteria for operation which stressed the absence of infection and 
embolic phenomena need to be changed in the light of further experiences. 
Certainly the ligation of the uninfected ductus is preventive surgery of the 
highest order. It has been shown by Shapiro and Keyes that 86 per cent 
of patients with this lesion die of causes directly attributable to heart disease. 

The last collected report by Shapiro and Keyes of 140 patients who 
were operated upon gave an overall mortality rate of 8.5 per cent in those 
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cases uncomplicated by infection. A 50 per cent rate of cure was obtained 
in the infected group of 33 patients. 

With such figures available there seems very little excuse for not op- 
erating upon these patients. In making a diagnosis of the lesion the physi- 
cal findings by means of the stethoscope have been more reliable than those 
found by the fluoroscope. It is, of course, ideal if each corroborates the 
other. The importance of penicillin in the treatment of patients with bac- 
terial endarteritis without a patent ductus arteriosus has become increasingly 
evident. Until recently some surgeons felt that the history or presence of 
embolic phenomena contraindicated surgery. It is the author’s opinion that 
patients who have had adequate therapeutic doses of penicillin can be sub- 
jected to surgery without undue risk. It is urged that the sensitivity of the 
organism be tested against the various chemotherapeutic and antibotic agents 
before therapy is undertaken. 

In patients who have been thoroughly treated the ductus appears rela- 
tively normal at operation and certainly can be severed and oversewn with 
assurance of success. The anterior approach appears to be the best one be- 
cause it is the most direct, and the depth of the operative wound is less than 
when a posterolateral approach has been made. Because of the great vari- 
ability in the size of the ductus no uniform method of handling it in adults 
can be expected. Complete division is desirable if possible. Ligation in 
continuity carries with it the possibility of recanalization. 

Clamps are being devised which may eliminate some of the danger of 
division of the ductus in some patients. 12 references. 

Author’s abstract. 


Grafts of Free Muscle Transplants Upon the Myocardium. 


Mandel Weinstein and Benjamin G. Shafiroff, New York University 
College of Medicine, New York, N. Y. Science 104:410-11, Nov. 1, 1946. 

Free skeletel muscle transplants may successfully be grafted upon the 
intact myocardium of the dog’s heart. The animals show no signs of cardiac 
incompetency or depletion of cardiac reserve. Each graft is anchored to the 
heart and the pericardium is sutured over the graft. They become well 
fixed to the myocardium with little or no mobility. The grafts show normal 
muscle histology with no histopathologic variations in either the nuclei 
or the muscular components. 4 references. 


Two Unusual Cases of War Wounds of the Heart. 


Paul C. Samson (Lt. Col., M.C., A.U.S.). Surgery 20:373-81, Sep- 
tember 1946. 


Report is made of 2 unusual cases of heart wounds with recovery. The 
first patient was wounded by a shell fragment which passed through the 
left ventricle from apex to the middle of the left posterior ventricular wall. 
Both wounds were sutured and bleeding controlled by suturing a small 
pedicled graft of anterior pericardium and pericardial fat over the wounds. 
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Because of uncertainty whether the missile had damaged the heart, the sec- 
ond patient was not operated upon until seven days after injury. There was 
no wound of the heart but the bullet was found in the right ventricle having 
apparently entered via the vena cava. It was removed by incision into the 
ventricle. The nose of the bullet was flattened, indicating that it had 
glanced off some solid object and was spent. 9 references. 8 figures. 


REFERENCES TO CURRENT ARTICLES 
Aortectomy for Thoracic Aneurysm. A Supplementary Report. John Alexander 


and Francis X. Byron. University of Michigan Medical School, Ann Arbor, Mich. 
J. A. M. A. 132:22, Sept. 7, 1946. 


Direct Electrocardiography of the Heart During Restoration. S$. V. Andreyev, E. I. 
Borisova, and V. S$. Rusinov, Botkin Hospital, Moscow, U.S.S.R. Am. Rev. 
Soviet Med. 4:4-6, October 1946. 


Surgically Removed Foreign Body Embolus in the Pulmonary Artery. Solve Welin, 
Carl Axel Hamberger and Clarence Crafoord, Caroline Hospital and Sabbatsberg 
Hospital, Stockholm, Sweden. J. Thoracic Surg. 15:302-307, October 1946. 

The Surgical Significance of Aortic Arch Anomalies. Robert E. Gross and Paul F. 
Ware, Boston, Mass. Surg., Gynec. & Obst. 83:435-48, October 1946. 


21. Heart 


Anastomosis of the Aorta to a Pulmonary Artery: Certain Types in 
Congenital Heart Disease. 


Willis J. Potts, Sidney Smith and Stanley Gibson, Northwestern Uni- 
versity School of Medicine, Chicago, Ill. J. A. M. A. 132:627-31, Nov. 
16, 1946. 


Report is made of 3 children in whom an aortic pulmonary anastomosis 
was performed for the relief of anoxemia. The operation is described in 
detail. In these cases, the incision in the aorta measured 5/16 and 6/16 of 
an inch. Previous experiments had shown that this anastomosis could only 
be done if a considerable amount of blood was flowing through the aorta 
during the operation. This was accomplished with the aid of a special clamp 
which encircled the aorta and reduced it to about one-half size. It is not 
yet known whether or not the anastomotic opening will later enlarge as 
the child grows but arrangements have been made to determine this point. 

While it is commonly considered desirable to suture vessels intima to 
intima, results of experiments with this operation indicate that a posterior 
row of sutures uniting intima to intima is not as good as suturing adventitia 
to adventitia. Intra-aortic pressure tends to close the posterior lips and 
leave almost no space between the intimal edges. While a running stitch 
uniting adventitia to adventitia exposes more suture to action of the blood, 
it has been shown that this does not violate the principles of vascular sur- 
gery. Autopsy of experimental animals on which an aortic pulmonary 
anastomosis was done showed only pin-sized thrombi on the suture line and 
the anastomotic margins well covered by endothelium. The 2 patients who 
survived this operation were greatly improved. 7 references. 5 figures. 
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Present Status of Gelatin Sponge for the Control of Hemorrhage: 
With Experimental Data on Its Use for Wounds of the Great Vessels and 
the Heart. 


Hilger Perry Jenkins, Edward Henry Senz, Howard Wayne Owen 
and Robert Warren Jampolis, University of Chicago School of Medicine, 
Chicago, Ill. J. A. M. A. 132:614-19, Nov. 16, 1946. 


Results of study of the use of gelatin sponge for control of hemorrhage 
from the liver, great vessels and the heart are presented and animal tests 
described. When the gelatin sponge was firmly applied to a large wound 
of animal’s liver for five to ten minutes, it became adherent, there was no 
secondary hemorrhage and the wound rapidly healed. When held firmly 
for two or three minutes against a wound of the vena cava in 27 cases, it 
remained adherent after pressure was removed, controlling the hemorrhage 
in all except 2 animals. A compressed dry gelatin sponge applied to wounds 
of the heart in 14 dogs and held in place by pressure synchronized with the 
heart beat completely controlled the hemorrhage in five to ten minutes in 
all except | case which required thirteen minutes. 

Gelatin sponge was also used clinically in 140 cases where hemostasis 
was difficult, controlling hemorrhage from the liver, thyroid, abdominal 
adhesions and lungs. Though gelatin sponge has not yet been used in clini- 
cal surgery as in animal experiments and is not normally a substitute for 
ligature or suture, it promises to be of great value in massive venous hemor- 
rhage where it is impossible to identify structures and in wounds of paren- 
chymatous organs. Technical training and actual experience prior to clinical 
use of this substance are important. 

Gelatin sponge did not require the addition of thrombin in these cases. 
Its interstices give structural support to the blood clot and thereby hasten 
its formation. The clotting effect was apparently produced by the liberation 
of thromboplastin from the blood platelets entering the sponge. This 
apparently united with the prothrombin and calcium in the blood to produce 
sufficient thrombin to induce clotting. 15 references. 8 figures. 

REFERENCES TO CURRENT ARTICLES 

Bronchogenic Carcinoma. R. G. Shik, Moscow, U.S.S.R. Am. Rev. Soviet Med. 
4:142-47, December 1946. 

Bronchiogenic Carcinoma. Gustaf E. Lindskog, Yale University School of Medicine, 
New Haven, Conn. Ann. Surg. 124:667-74, October 1946. 

Lobectomy and Pneumonectomy in the Treatment of Pulmonary Tuberculosis. (Edi- 
torial) Robert M. Janes. Surg. Gynec. & Obst. 83:81 5-16, December 1946. 

Lobectomy and Pneumonectomy in the Treatment of Pulmonary Tuberculosis. Rich- 
ard H. Sweet, Massachusetts General Hospital, Boston, Mass. J. Thoracic Surg. 
15:373-83, December 1946. 

Management of Pulmonary Abscess. F. M. Woods and E. J. McGrath, Cincinnati, 
Ohio. Surgery 20:187-90, August 1946. 

The Anatomical Hazards of Lingulectomy. Edward A. Boyden, University of Min- 
nesota, Minneapolis, Minn. Surgery 20:828-29, December 1946. ' 

The Differential Diagnosis and Treatment of Tuberculomas in the Lung. E. Dahl- 
Iversen and P. Flemming Moller, University Clinic, and State Hospital, Copen- 
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hagen, Denmark. Acta chir. Scandinav. 94:243-61, Fasc. 3-4, 1946. 

Treatment of Chronic Spontaneous Pneumothorax by Lobectomy: Report of a Case. 
Louis P. Hoyer and O. Theron Claggett, Mayo Clinic, Rochester, Minn. J. 
Thoracic Surg. 15:418-21, December 1946. 


22. Esophagus 


Combined Abdominothoracic Approach for Carcinoma of Cardia and 
Lower Esophagus. 

John H. Garlock, Mount Sinai Hospital, New York, N. Y. Surg., 
Gynec. & Obst. 83:737-41, December 1946. 


The proper approach to the cardia or lower esophagus must combine 
an adequate exposure with technical simplicity. An approach is described 
combining an upper left rectus incision with an incision between the eighth 
and ninth ribs. After the abdomen is opened, an exploration is made to 
determine the operability of the lesion. If an operation for removal is feasi- 
ble, the thoracic portion of the incision is added. Rib spreaders give an 
excellent view, and the diaphragm is radically incised, thus permitting excel- 
lent mobilization of the lesion. Advances in anesthesia have made such an 
extensive incision safe. 


Further Experiences in the Surgical Treatment of Congenital Atresia 
of the Esophagus with Tracheoesophageal Fistula. 

Conrad R. Lam, Henry Ford Hospital, Detroit, Mich. Surg. 20:174- 
79, August 1946. 

A supplementary report of 4 cases of atresia of the esophagus, in which 
the first procedure, although it is thought to be inferior to the method of 
direct anastomosis, is presented because of an alternative method of treat- 
ment. 

In the first case the stomach was transected as near the cardiac orifice as 
possible, and mushroom catheters were placed in two parts of the stomach. 
Eighteen days later the upper segment was exposed in the neck and its lower 
end was exteriorized and opened at a point just below the clavicle on the 
left. Five months later the lower esophageal segment was ligated close 
to the trachea and transplanted the end of the esophagus to the lateral ab- 
dominal wall. Two weeks later both gastrostomies were closed and the 
continuity of the stomach was re-established. Six months later the end of 
the abdominal esophagostomy was transferred from the lateral abdominal 
wall to a point in the midline of the thorax as high as possible. After sev- 
eral failures a skin tube of full thickness grafts was made to connect the 
proximal and distal esophagus as an antethoracic tube, and the child took 
feedings easily. 

In the second case, a direct anastomosis in the mediastinum according 
to the method described by Haight was done. On the sixth day there was 
leakage of formula from the drainage site in the back, and on the tenth day 


a gastrostomy was done. In one month the drainage from the back ceased 
and the gastrostomy was allowed to close. 
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The third case had a direct anastomosis, but on the fifth day consider- 
able drainage was coming from the wound, so a gastrostomy was performed 
ten days after the anastomosis. On the fourteenth day the temperature sud- 
denly rose to 106 F., and the patient died. 

In the fourth case the fistula was ligated, but the lower segment slipped 
into the mediastinum, and further attempts to complete the anastomosis were 
futile. Two days later a transverse incision was made beneath the left costal 
margin and after section of the short gastric and left gastric vessels, the 
lower segment was drawn out of the esophageal hiatus of the diaphragm 
and brought out through a subcutaneous tunnel to a point in the midline of 
the chest above the xiphoid. After two days the upper pouch was brought 
out through the neck to a point below the clavicle. The next procedure is 
the construction of <n antethoracic skin tube, to be done at a later date. 


Transthoracic Operation for Megesophagus. 


Gunther W. Nagel and John F. Menke, Stanford University Medical 
School, San Francisco, Calif. West. J. Surg. 54:352-56, September 1946. 


’ 





The term “megesophagus” is applied to a condition where the dilata- 
tion is so marked and the esophageal walls so flaccid and increased in length 
that a large pocket is formed and the lumen turns sharply to one side to 
reach the point of narrowing. 

Good results are obtained surgically by the transpleural approach. At 
the close of the operation a small cuff of stomach is sutured to the edges 
of the diaphragm at the widened esophageal opening, leaving the line of 
anastomosis within the pleural cavity. The 3 patients treated by this meth- 
od had no difficulty in swallowing and all made an uneventful recovery. 

Most patients with cardiospasm can be cured by hydrostatic dilatation 
with the Plummer, Vinson, Moersch technic. In a relatively few cases of 
marked megesovhagv's, esophagogastrostomy is indicated. Three case his- 
tories are described. 9 references. 7 figures. 
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Fig. 1.—Exposure through the left eighth interspace Fig. 2.—Incisions in stomach and esophagus and 
showing dilated esophagus. placement of posterior row of sutures. 
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Fig. 3.—Posterior suture row tied. 
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Fig. 5.—Anastemosis completed and fixed above 
diaphragm. 
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An Approach to Resections of the Esophagus and Gastric Cardia. 


G. H. Humphreys, II, Presbyterian Hospital, New York, N.Y. Ann. 
Surg. 124:288-300, August 1946. 


Though carcinoma of the esophagus and the cardiac end of the stom- 
ach tend to be localized for long periods before metastasizing, lack of an 
adequate technic for removal plus an absence of arresting symptoms lead- 
ing to timely diagnosis have rendered these cases least successful of the 
various gastro-intestinal cancers. 

The surgical procedures used on 70 patients with malignancy involv- 
ing the esophagus at Presbyterian Hospital are presented, dividing the cases 
according to the site of the lesion. For tumors of the upper thoracic esoph- 
agus, a left-sided approach through a postero-lateral incision with division 
of one or more ribs posteriorly, and resection of a rib segment or incision 
through an intercostal space, with resection of the esophagus from well 
above the lesion to the gastric cardia and esophagogastrostomy lateral to the 
aortic arch, is preferred to the Torek procedure, except when the tumor ex- 
tends into the cervical esophagus, because of the high (80 per cent) mor- 
tality with the Torek technic, as compared with 60 per cent for the newer 
method. 

In tumors of the lower thoracic esophagus, the level of incision is de- 
termined by the expected level of the lesion, with esophagogastrostomy 
below the arch except where the upper level of safe resection is too high. 
Of 11 patients, the operative mortality was 45 per cent. 

In tumors of the stomach invading the esophagus, the abdomen is first 
opened to determine whether resection is justified or simply a palliative 
gastrostomy. Where justified, the incision is extended upward over the 
eighth interspace to the posterior axillary line. The author found that anas- 
tomosis between the esophagus and the cut-end of the stomach, which is 
generally condemned, healed and functioned well. He warns against cut- 
ting the stomach obliquely to save uninvolved fundus, since this results in a 
long tube-like gastric remnant with questionable blood supply into which 
the esophagus is invaginated with difficulty. The operative mortality was 
50 per cent in a group of 12 patients. 

In a group of high gastric tumors not involving the esophagus, pro- 
cedures included subtotal gastrectomy with subphrenic esophagogastrostomy, 
partial gastrectomy with subphrenic esophagogastrostomy, and total gastrec- 
tomy wtih subphrenic esophagojejunostomy. 12 references. 8 figures. 
| table. 

[One editor states that while there are many objections to the Torek opera- 
tion, it is difficult to understand an 80 per cent mortality associated with it as stated 
in the article.-—Ep. | 


REFERENCES TO CURRENT ARTICLES 
Carcinoma of the Esophagus, Thoracic Part, Excision, Operative Cure. R. Inge- 


brigtsen, University Clinic, Oslo, Norway. Acta chir. Scandinav. 94:111-16, 
Fasc. 1-2, 1946. 
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Diverticula of the Lower Thoracic Esophagus. Report of Six, Four of which Were 
Operated upon. Robert M. Janes, University of Toronto and the Toronto Gen- 
eral Hospital, Toronto, Ont., Canada. Ann. Surg. 124:637-52, October 1946. 

Esophagogastrostomy for Lesions of the Upper End of the Stomach and Lower End 
of the Esophagus. B. Noland Carter and Edward J. McGrath, University of 
Cincinnati and Cincinnati General Hospital, Cincinnati, Ohio. $. Clin. North 
America 26:1 125-39, October 1946. 

Subtotal Esophagectomy with High Intrathoracic Esophagogastric Anastomosis in the 
Treatment of Extensive Cicatricial Obliteration of the Esophagus. Richard H. 
Sweet, Boston, Mass. Surg., Gynec. & Obst. 83:417-27, October 1946. 

Surgical Removal of Leiomyomas of the Esophagus. Marvin Calmenson and O. 
Theron Clagett, Mayo Clinic, Rochester, Minn. Am. J. Surg. 72:745-47, 
November 1946. 

Transthoracic Operations for Neoplasms of the Esophagus and Stomach. Gunther 
W. Nagel and John F. Menke. Stanford University Medical School, San Fran- 
cisco, Calif. Surg., Gynec. & Obst. 83:657-66, November 1946. 


23. Breast 


Two Hundred and Five Cases of Cancer of Breast Treated by Radical 
Mastectomy. 


Paul Stirling Putzki and James H. Scully, George Washington Medi- 
cal School and Georgetown Medical School, Washington, D. C. Surg., 


Gynec. & Obst. 83:751-60, December 1946. 

The key to the best treatment for carcinoma of the breast is early diag- 
nosis and surgical removal. Two hundred and five cases of cancer of the 
breast are reported in which complete surgical excision and postoperative 
roentgen therapy were utilized. In selected cases preoperative radiation 
and postoperative irradiation castration was employed. Cancer of the 
breast can occur anytime after puberty, and a lump in the breast is the most 
common symptom. 

Cases with metastases are not satisfactory for radical mastectomy, but 
the patients deserve palliative treatment. In radical mastectomy, a trans- 
verse elliptical incision is employed which encircles the breast and extends 
from the posterior axillary line about 10 cm. below the axilla to the lower 
midsternum. Use is made of a second incision at right angles to the trans- 
verse incision which is carried upward to the shoulder about 3 cm. medial 
to the anterior axillary line. This incision gives good access to the axilla, 
and the postoperative scars do not give trouble. Interrupted steel alloy is 
utilized for primary closure. 

Most of the carcinomas were of the scirrhous type. The second most 
common type was the infiltrating duct carcinoma. The patients must be 
closely checked at regular intervals for signs of metastases. The prognosis 
is good if early operation is performed. 6 tables. 
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The Role of Roentgen Therapy in Carcinoma of the Breast. 


Simeon T. Cantril and Franz Buschke, Swedish Hospital, Seattle, 
Wash. West. J. Surg. 54:369-70, September 1946. 


After radical operation for cancer of the breast, roentgen therapy will 
not prevent a recurrence. The dose of irradiation which is necessary to 
sterilize infiltrating adenocarcinoma of the breast, which forms the vast 
majority of breast cancers, is greater than can be tolerated either by the skin 
or subcutaneous tissues. It is impossible to carry the skin dose over so wide 
an area even to the level needed to sterilize a radiovulnerable epidermoid 
carcinoma. 


Patients with cancer of the breast die of metastases to the vital organs. 
If the operation cannot be complete, postoperative roentgen therapy may 
be given to a limited region in which complete surgery was not done. This 
is usually the axilla. The fibrosis resulting from radiation slows the growth 
locally but has no effect on the ultimate prognosis. 

Roentgen therapy is the treatment of choice in patients with inoperable 
inflammatory carcinomas of the breast, and in those with advanced local dis- 
ease in which radical operation is not indicated and metastases are not evi- 
dent. The greatest accomplishment of roentgen therapy is retardation of 
bone metastases and alleviation of pain. 


Carcinoma of the Male Breast. 


James H. Blain and George Quan Lee, Alexander Blain Hospital, 
Detroit Mich. Alexander Blain Hosp. Bull. 5:115-21, August 1946. 


Adenocarcinoma, scirrhous carcinoma and medullary carcinoma are the 
most frequent types of tumor encountered in the rare instances of tumor of 
the male breast. The ratio of female to male in this respect is 90 to 1. 
However, the diagnostic findings are very similar and the less frequent 
incidence in the male is thought to be attributable to the rudimentary char- 
acter of this organ in the male. 


In operable cases of male breast tumor, a radical mastectomy is per- 
formed, followed by roentgen therapy. The average survival time in 
the male is two years and nine months, with an 81 per cent mortality after 
five years. Since early detection and treatment of this condition are the only 
means of improving the prognosis, it is recommended that the examining 
physician become more conscious of the possible diagnosis of breast tumor in 
the male patient. 

Three cases are reported, all in patients over 50 years of age, only 1 of 
which elicited a history of trauma, but in all of which the tumor was present 
in the vicinity of the nipple. All 3 of the cases reported were treated by 
radical mastectomy, the incision extending from the upper arm across the 
chest to 4 cm. below the costal margin in the midclavicular line. The skin 
was then excised laterally for an additional distance of 3 cm. and removed 
by an elliptical incision extending for 5 cm. on either side of the tumor mass 
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above and below. The skin was undercut medially from the sternal notch 
to the xiphoid process of the sternum in the midline. The lateral skin flap 
was cut to the anterior border of the latissimus dorsi. The subcutaneous 
tissues were incised to the underlying ribs and the incision extended down 
the upper arm for 15 cm. The superior skin flap was cut down; and after 
the location of the cephalic vein, the attachment of the pectoralis major 
muscle was severed from the clavicle, and the flap containing the muscles 
and subcutaneous tissues was dissected out. A Penrose drain was inserted 
through a stab wound in the posterior axillary line and the incision was 
closed with No. 0000 interrupted chromic catgut to the subcutaneous tissue 
and interrupted silk to the skin. No mortality statistics are available in this 
series of cases since all were operated upon less than one year before the 
publication of this report. 24 references. 1 figure. 


REFERENCES TO CURRENT ARTICLES 

Construction of Pseudoareola. Morton I. Berson. New York, N. Y. Surgery 20: 
808-809, December 1946. 

Evaluation of Cornmon Procedures in Mammaplasty and a New Technic. Else K. 
LaRoe, New York, N. Y. Am. J. Surg. 72:641-55, November 1946. 

Granular Cell Myoblastoma of the Mammary Gland. C. D. Haagensen and Arthur 
Purdy Stout, College of Physicians and Surgeons, Columbia University, and Presby- 
terian Hospital, New York, N. Y. Ann. Surg. 124:218-27, August 1946. 

Plastic Surgery of the Breast. Kenneth L. Pickrell, James Metzger and James B. 
Holloway, Jr., Duke University Medical School and Duke Hospital, Durham, 
N.C. S. Clin. North America 26: 1095-1107, October 1946. 

The Problem of Cancer of the Breast. Samuel J. Stabins, University of Rochester 
School of Medicine and Dentistry, Rochester, N. Y. Surgery 20:684-89, Novem- 
ber 1946. 

Treatment of Breast Abscesses with Penicillin. M. E. Florey, J. S$. MacVine and 
M. A. M. Bigby, Central Middlesex County Hospital, England. Brit. M. J. 4483: 
845-48, Dec. 7, 1946. 


24. Diaphragm 


Recurrent Hiatus Hernia. 


N. C. Gilbert, Frederick L. Dey and Joseph FE. Ball, Northwestern 
University Medical School and St. Luke’s Hospital, Chicago, Ill. J. A. 
M. A. 132:132-34, Sept. 21, 1946. 


These hernias have been reported in from 1.3 to 4.5 per cent of all 
patients examined and in 70 per cent of patients 60 years of age or over. 
Relaxation of tissues at the hiatal orifice, increased intra-abdominal pressure 
or esophageal shortening caused by a vasovagal reflex originating in the 
upper abdomen are predisposing causes, but a considerable change from 
normal is apparently necessary before development of a hiatus hernia. Ob- 
servations on a series of 48 cases of recurrent hiatus hernia are discussed. 
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These patients were all treated medically on a liberal ulcer diet and atropine 
ora similar drug. Varying degrees of relief resulted. Operation for chole- 
lithiasis relieved 3 patients. Cases apparently the result of obesity were 
always relieved by diet and weight reduction. 10 references. 1 table. 


25. Abdominal Surgery 


Acute Conditions in Abdomen as They Concern the General Prac- 
titioner. 


Lawrence Chaffin, Los Angeles, Calif. J. A. M. A. 132:317-21, Oct. 
12, 1946. 


Acute abdominal conditions with their basic causes are discussed and a 
plea made for prompt recognition and treatment of the acute abdomen by 
the general practitioner without taking too much time for an exact diag- 
nosis which is not always essential. The basic causes of abdominal surgical 
emergencies are given as: (1) congenital defects; (2) hemorrhage; (3) 
intestinal obstruction; (4) acute inflammation. These conditions and their 
differential diagnoses are briefly discussed. The importance of a concise his- 
tory and the essentials of the necessary physical examination are emphasized. 

In the first group, diaphragmatic hernia and pyloric stenosis are espe- 
cially important in infants and should preferably be operated upon promptly 
after necessary steps are taken to prevent dehydration as young infants stand 
surgery well. Hemorrhage from the gastro-intestinal tract is very rarely a 
cause for immediate operation. A ruptured grafian follicle may simulate 
acute appendicitis but rarely requires surgery. If operation is required for 
excessive hemorrhage, the ruptured follicle should be shelled out and the 
ovary sutured but not removed. 

Early diagnosis and prompt operation are extremely important in 
intestinal obstruction. The mortality varies directly with the interval be- 
tween onset and operation. Recognition of early symptoms is imperative as 
waiting for definite diagnostic signs almost always means death for the 
patient. Acute appendicitis causes two-thirds of the acute abdominal emer- 
gencies. It occurs in both children and adults and is often missed in young 
children. Among 1,000 cases of acute appendicitis in children, the youngest 
was 4 months old and the average age was 8 years and 8 months. Symp- 
toms of perforated ulcer are characteristic. Acute pancreatitis is frequently 
overlooked and should be suspected in high colicky abdominal pain with 
tenderness over the pancreas. Elevated blood amylase or urine diastase are 
important diagnostic points. Surgery is contraindicated. Primary peri- 
tonitis and mesenteric lymph-adenitis usually occur in children. Differ- 
entiation of acute pelvic inflammatory disease is important and can usually 
be made by pelvic examination. 5 references. 
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Intra-Abdominal Pressures. 


R. Lecours, St. Jacques (Montcalm), Que., Canada. Canad. M. A. J. 
55:450-57, November 1946. 


A study of the normal and pathologic variations of intra-abdominal] 
pressures would probably help in the solution of many clinical problems 
which are rather intimately associated with intra- abdominal pressures 
(1.A.P.) Pulmonary respiration appears likely to be influenced by I.A.P., 
and the physiologic play of I.A.P. is thought by this author to be more 
responsible for a considerable part of the respiratory act than the diaphragm. 
Even though phrenic nerve surgery has been done, any great physical efforts 
are felt to be capable of producing extremely high peaks of intra-abdominal 
pressure which has a direct reaction on the denervated hemidiaphragm. 
Cardiologists realize that the I.A.P. variations are one of the most impor- 
tant factors in circulation of the blood. No action, from breathing deeply 
to lifting heavy objects, can be accomplished until the person has created the 
proper amount of pressure in his abdomen. 

The terms abdominal cavity, abdominal contents, intra-abdominal pres- 
sures, and the modalities of intra-abdominal pressures are discussed. Every 
pressure phenomenon which is possible within the confines of the abdominal 
cavity is considered under the term intra-abdominal pressures. Measure- 
ment of the I1.A.P. may be done wherever a natural or artificial intra- 
abdominal fluid is able to transmit, to an extra-abdominal manometer, any 
pressures exerted upon it. The static intra-abdominal pressure (S.1.A.P.) 
is largely the relation between the weight and volume of the abdominal 
contents and the actual capacity of the abdominal cavity. The dynamic 
intra-abdominal pressure (D.1.A.P.) is the pressure which any voluntary 
or automatic contraction of one or a group of abdominal muscles, exerts on 
the abdominal contents. 

A method for the measurement of human intra-abdominal pressure is 
presented. Small rubber balloons of a 10 cc. capacity are attached to pieces 
of rubber tubing and introduced into various parts of the abdominal cavity. 
Subsequently they are inflated with 8 cc. of air. The rubber tubing is con- 
nected to metallic tambours and their excursions under pressure are trans- 
mitted by the usual multiplying devices, to be registered on an electric 
kymograph at whatever speed is selected. If a small rubber balloon is intro- 
duced just above the anal sphincter, several S.I.A.P. and D.1.A.P. varia- 
tions may be registered within 15 minutes. Accurate measurement of most 
generalized and active I.A.P. variations is just as possible at a single point of 
the abdominal contents as at many points simultaneously. When the patient 
is in the knee-chest position, the I.A.P., which is measured in the rectum, is 
frequently negative. This phenomenon is duplicated by the subdiaphrag- 
matic peritoneal negativity noted when the patient is in the erect position. 

The theory is suggested that when one is in the erect posture the static 
pressures met within and around the uppermost abdominal viscera are lower 
than those encountered in the pelvic cavity, but that when one assumes the 
knee-chest or head-down position, while the static pressures of the pelvic 
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cavity would be reduced, the static pressures of the uppermost abdominal 
viscera would not be increased in a corresponding degree. Confirmation of 
this theory by further study would prove the fact that the habitual posture 
of an individual does not interfere with the circulation or the high secretory 
and peristaltic activities of the uppermost abdominal viscera. 26 references. 
4 figures. 


Transverse Abdominal Incisions and Early Postoperative Ambulation. 


Allen M. Boyden, Portland, Ore. Northwest Med. 45:491-94, July 
1946. 


Clinical evidence attests the superiority of transverse over vertical in- 
cisions, as developed theoretically from a study of the anatomy of the 
abdominal wall. The incidence of complications of wound disruption and 
postoperative hernia is reduced; postoperative pain is minimized, with 
resultant reduction of pulmonary complications; the necessity for packing 
and manipulating the small intestine is eliminated, reducing postoperative 
distention and ileus; and often better and easier exposure is afforded, espe- 
cially in gallbladder surgery, splenectomy and approach to the splenic and 
hepatic flexures of the colon. 

The earlier ambulation that is thereby permitted has many advan- 
tages. Wound healing is accelerated. Pulmonary and vascular complica- 
tions are reduced; vital capacity, an important factor in pulmonary com- 
plications, returns to normal in less than half the prescribed period, and 
clinical evidence shows a definite reduction in vascular accidents. The inci- 
dence of postoperative catheterization is reduced by more than 50 per cent, 
as likewise distention and enemata. The patient’s morale is improved, and 
considerable economic saving results from a shortening of hospitalization 
and period of convalescence. 11 references. 


Rupture of the Deep Epigastric Vessels. 


C. Herrman, St. Joseph’s Hospital, Philadelphia, Pa. Am. J. Surg. 
71:553-55, April 1946. 


In reviewing the literature no statistics based on hospital admissions 
were found. Richardson reported the first case of deep epigastric vein rup- 
ture in this country in 1857. Payne in his review from 1928 to 1938 re- 
ported 165 cases, but estimates that twice that number were not reported. 

The first case in the present report was in a female, 40 years old, who 
complained of severe right-sided abdominal pain. She had had two previ- 
ous abdominal sections, an appendectomy in 1919, and a cholecystectomy in 
1929. Preoperative diagnosis: pelvic inflammatory disease with intestinal 
obstruction. At operation a lower right rectus incision was made. On split- 
ting the rectus muscle, large clots were evacuated from the hematoma 
coming from the ruptured epigastric vessels. Both the artery and vein were 
torn. The clots were evacuated, the bleeding points ligated. The peri- 
toneum was opened for exploration. The viscera were normal. Adhesions 
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from previous operations were encountered and separated. The wound was 
closed in layers. One piece of iodoform gauze was used for drainage. Con- 
valescence was uneventful and the patient was discharged from the hospital 
on the tenth postoperative day. 

The second case was in a female, 59 years old, with pain in the lower 
left quadrant, following a severe paroxysm of coughing. This patient had 

had no previous operations. The preoperative diagnosis was carcinoma of 
the colon with perforation. 

The rupture of the epigastric vessels usually occurs low down in the 
sheath below the fold of Douglas (both cases). The older descriptions 
divide it into an “acute” or “chronic” type depending upon the rapidity of 
the progress. The injury is not “spontaneous” but follows muscular action. 
This fact could be important from a medicolegal or industrial standpoint. 

Surgery offers the only treatment: incision, evacuation of the clots, 
ligation of the vessels and placing a small drain. The peritoneal cavity 
need not be opened, but there is no contraindication to doing so if one wishes 
to explore. 7 references. 

| A good contribution. —Eb. 


Primary Retroperitoneal Tumor: A Report of 95 Cases and a Review 
of the Literature. 


Bernard A. Donnelly, College of Medicine, State University of Iowa, 
Towa City, Lowa. Surg., Gynec. & Obst. 83:705-17, December 1946. 


In the literature at least 500 case reports of primary retroperitoneal 
tumors are to be found. A detailed study of 95 cases is reported. It is be- 
lieved that in the future primary retroperitoneal tumors will not be so rare 
if a careful search for them is made. Most of these tumors are malignant, 
and the benign ones show a tendency towards malignant changes. Morgagni 
in 1761 was the first to describe a retroperitoneal tumor. Their origin is not 
known; Cohnheim has put forth the theory of fetal rests. 

Early symptoms are vague, and follow no clear-cut pattern. They are 
usually of a gastro-intestinal nature. To diagnose these tumors, it is rec- 
ommended that a careful examination of the gastro-intestinal tract by roent- 
gen rays, and retrograde pyelograms of the kidneys and ureters be made. 

Treatment has followed the lines of surgery and roentgen-ray therapy. 
Surgical removal is the ideal form, but it is not often feasible. It is recom- 
mended that if an inoperable tumor is present, a course of deep roentgen-ray 
therapy should be given postoperatively. Metastatic lesions are frequently 
found in the liver, lung and vertebrae. 


Gastro-Intestinal Trichinosis as a Surgical Problem. 


William C. Beck and John M. McGrath, Guthrie Clinic and the Rob- 
ert Packer Hospital, Sayre, Pa. Guthrie Clin. Bull. 16:45- 48, October 1946. 


A case is reported in which a 42 year old housewife entered the hos- 
pital with the chief complaint of an infection resulting from an ingrown toe- 
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nail. A review of her history, however, revealed that she had suffered from 
an intermittent diarrhea for the previous ten weeks following the ingestion 
of pork. The diarrhea at times reached the intensity of a stool every hour, 
but at other times was considerably abated. Stools were liquid, but without 
blood or mucus. During this time there was a forty pound weight loss. 
Physical examination revealed a low grade fever, slight tachycardia, dental 
caries, diffuse rectal tenderness, and a well localized paronychia of a toe. 

Laboratory studies, including a barium enema, were not suggestive. 
The patient’s hospital course was not considered abnormal until the seven- 
teenth day of hospitalization when she complained of severe nausea and 
vomited greenish foul-smelling fluid. On the following day she had several 
watery stools, with one of which she passed about 60 cc. of frank blood. 
Proctoscopic examination was unsatisfactory because of large amounts of 
blood-stained fluid in the rectum. The following day the patient developed 
a steady diffuse abdominal pain. The vomiting continued, increasing in 
quantity and assuming a fecaloid character. Wagensteen suction was begun. 
Flat plate of the abdomen revealed an ileus with distension of both the 
small and large intestine. The patient was in moderate shock and a diag- 
nosis of perforative peritonitis was entertained. 

A laparotomy was performed and as the abdominal wall was incised it 
was noted that there was a peculiar edematous change in the rectus muscle. 
Section of a biopsy taken revealed the infiltration of many Trichinella 
spiralis. Upon entering the peritoneal cavity a moderate amount of very 
foul-smelling purulent fluid was found. The colon and stomach appeared 
to be almost normal, but the entire small bowel was involved in a patchy 
gangrenous process. Areas 5 to 10 inches in length, but not circumscribing 
the bowel, were found to be dead white in color. Other areas were grossly 
hemorrhagic, while others gave evidence of an inflammatory process. No 
perforations were found. Cultures were taken, sulfathiazole placed in the 
cavity, and the abdomen was closed. The patient withstood the procedure 
well, but in spite of intensive therapy died on the second postoperative day. 
The cultures taken revealed shortchained streptococci and E. colli. 

At postmortem examination, in addition to the operative findings, the 
kidneys showed a marked tuft hyperplasia with hemorrhage and cloudy 
swelling. The bowel wall was edematous and showed a few ulcerated areas 
in the involved areas. Trichinae were not observed in the sections taken. 

In view of the severe infestation of trichinae of the abdominal wall 
and the not uncommon injuries and inflammations of the bowel wall which 
occur in such infestations, it seems most probable that this is the origin of 
the severe enteritis. 

Thus it is suggested that intestinal trichinosis may constitute a prob- 
lem in the differential diagnosis of the enteritides, and may be of differ- 
ential diagnostic importance in certain acute abdominal lesions. 

Author’s abstract. 
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Separation and Assay of Secretin and Cholecystokinin. 


Henry Doubilet, New York University College of Medicine, New 
York, N. Y. Gastroenterology 7:108-17, July 1946. 


The author gives a preliminary report on the production of pure crys- 
talline secretin-picrolonate by the method of Greengard and Ivy from hog’s 
small intestine. The preparation was found to be highly potent and differ- 
ent batches showed a consistency in potency, and the salt was found to be 
highly stable. It was found that vitamin K inhibited the action of secretin- 
ase. An equally satisfactory method for obtaining highly purified chole- 
cystokinin was not found, and the cholecystokinin obtained from the evapo- 
ration of the butyl alcohol extracts was small in amount, and amorphous and 
difficult to handle. 24 references. 4 tables. 1 figure. 


Surgical Treatment of Ascites. 


Roy C. Crosby and Edward A. Cooney, Tufts College Medical School, 
Boston, Mass. New England J. Med. 235:581-85, Oct. 17, 1946. 


The various surgical procedures employed in the treatment of ascites 
are briefly reviewed from the Talma-Morison operation of omentopexy to 
the portacaval short circuiting procedures described by Whipple and Blake- 
more and Lord. The method employed by the authors consists in the in- 
sertion of a glass button into the lower rectus sheath to drain the ascitic 
fluid from the peritoneal cavity into the subcutaneous tissue where it can be 
absorbed as edema fluid. The origin of the use of the glass button cannot 
be traced. The button employed by the authors is the same as that used by 
others with a glass plate added; the flanges are approximately 2 cm. in diam- 
eter; the bore is 0.6 cm.; the length of the button varies from | to 1.5 cm.; 
and the added glass plate is approximately 0.6 cm. below the lower flange. 
The button is inserted into the anterior rectus sheath so that the lower 
flange with the glass plate lies just inside the peritoneum. The sheath of 
the rectus muscle fits between the flanges, which can be adjusted to various 
thicknesses of the sheath in different patients; the rectus sheath is sutured 
tightly under the upper flange, and the skin is closed. The added glass plate 
of the button employed is used for the purpose of preventing the omentum 
from becoming impacted in the core of the button, thus blocking the flow of 
ascitic fluid. 

One of the advantages of this method is that it is a simple procedure 
that can be done under local or spinal anesthesia, the latter being employed 
in the authors’ cases. Repeated paracenteses are avoided by the use of the 
button, and also the loss of protein resulting from such paracenteses is pre- 
vented as the fluid is reabsorbed in the subcutaneous tissues. 

This method has been used in 7 cases, but results are reported for only 
6 cases, as operation was done only recently in the seventh case. Five of these 
6 patients had cirrhosis of the liver in various stages of compensation and 1 
had chronic pericarditis. One of the 5 cases of cirrhosis had severe hepatic 
insufficiency and died shortly after operation; while the autopsy showed 
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peritonitis, which was attributed to the button, a ruptured esophageal varix 
was found to have complicated the advanced cirrhosis which would have 
caused death without the button insertion. The other 4 patients with 
cirrhosis received medical treatment, which may have accounted for some of 
their improvement; all were relieved of ascites and showed general im- 
provement; follow-up studies in | of these cases indicated clinical recovery, 
undoubtedly due in part to medical therapy; in the other 3 cases there was 
slight edema of the lower abdominal wall and thighs, indicating continued 
drainage of the ascitic fluid. In the case of pericarditis this edema was more 
marked but the ascites was relieved, the patient felt well, and was able to 
carry on restricted activities. 17 references. 1 table. 1 figure. 


A Case of Addison’s Disease Successfully Treated by a Graft. 


L.. R. Broster and R. Gardiner-Hill, Charing Cross wire and Uni- 
versity College Hospital, London, England. Brit. M. J. 4476:570-72, 
Oct. 19, 1946. 


In the case reported the patient was a woman 35 years of age when she 
came under the authors’ observation. She had not been well for six years; 
increased pigmentation of the skin and general asthenia had been the most 
marked symptoms. She had been under substitution therapy with sodium 
chloride (5 teaspoonsful daily) and injections of cortical hormone for a few 
months. The diagnosis of Addison’s disease was confirmed, as she still 
showed considerable pigmentation of the entire body, typical asthenia, low 
blood pressure and gastro-intestinal symptoms. A sodium withdrawal test 
at this time resulted in a diminution of blood sodium and a fall in blood pres- 
sure to 95 systolic. A hypertrophied adrenal gland was removed from a 
woman with the adreno-genital syndrome. The vein of this adrenal was 
cut long, and perfused with heparin; the graft was placed in normal saline 
in a sterile glass container; this was put into a second glass container and 
transferred to a vacuum flask at body heat. For placing the graft, an inci- 
sion was made along the outer border of the left rectus muscle; 1 inch of the 
deep epigastric artery and vein was exposed and cut medially, arterial bleed- 
ing being controlled by finger pressure. The artery and vein were each 
caught up laterally by a stitch of finest catgut and separately ‘ ‘piloted” in 
the vein of the adrenal graft; they were anchored in position by tying the 
stitch across the intervening cortex. A stitch was also tied across the open 
end of the adrenal vein dividing the epigastric artery and vein into 2 sepa- 
rate compartments. The graft was placed behind the left rectus muscle in 
the extraperitoneal fat. The wound healed well. Three and a half weeks 
after operation at the time of a menstrual period a hematoma developed 
which subsided normally. It was apparent that the vascular anastomosis 
of the graft had leaked owing to the extra flow of blood associated with the 
pelvic congestion of the menstrual period. The patient showed progressive 
improvement after operation; she continued salt treatment for a time, but 
sodium withdrawal tests at intervals showed that she no longer reacted with 
a fall in blood sodium or in blood pressure. After the third test, thirteen 
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months after operation, sodium chloride treatment was discontinued. The 
patient has maintained her improvement at the last follow-up, fourteen 
months after operation. 1 table. 1 figure. 


Gunshot Wounds of the Abdomen. 


Fk. W. Taylor, Indianapolis City Hospital, Indianapolis, Ind. Ann. 
Surg. 124:443-48, August 1946. 


In a series of 69 cases of abdominal cavity perforation, mortality was 
36.2 per cent as compared with 52 per cent in an earlier series of 101 cases. 
The most notable decrease was in deaths in the first twenty-four hours, usu- 
ally attributed to shock from blood loss, operation, or contamination. The 
author believes the extensive use of blood and plasma in the second series is 
the most important factor in this dramatic drop in mortality. The use of 
sulfonamides and penicillin does not seem to affect mortality rates in this 
type of injury, or to alter the intra-abdominal infection, but may reduce 
somewhat the postoperative complications. 11 references. 1 table. 1 chart. 
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Dahl-Iversen, Copenhagen University, Copenhagen, Denmark. Acta chir. Scan- 
dinav. 94:271-90, Fasc. 3-4; 1946. 

The Effect of Evisceration upon Traumatic Abdominal Wounds. Samuel B. Childs, 
Jr., Denver, Colo. Ann. Surg. 124:182-87, August 1946. 

The Treatment of Penetrating Wounds of the Abdomen in Civilian Practice. W. A, 
Altemeier, College of Medicine, University of Cincinnati, Cincinnati, Ohio.  §, 
Clin. North America 26:1152-69, October 1946. 

Traumatic Lesions of the Abdomen with Ruptured Viscera. Arthur R. Metz, Ray- 
mond Householder and James F. DePree, Chicago, [I]. Am. J. Surg. 72:826-29, 
December 1946. 

War Wounds of the Abdomen. A Review of 131 Cases. John H. Bogle, Long 
Island College of Medicine, Brooklyn, N. Y. Am. J. Surg. 72:656-67, Novem- 
ber 1946. 


26. Abdominal Wall 


Unusual Surgical Lesions of the Umbilicus: Report of Cases of Con- 
genital Origin. 


Carrington Williams, Richmond, Va. Ann. Surg. 124:1108-24, De- 
cember 1946. 


Discussion of diseases of the umbilicus should begin with reference to 
the early work and publications of Thomas S. Cullen, and reference is 
also made to George Tulley Vaughan’s classification of abnormalities of 
the urachus. , 

The embryologic background for congenital and acquired umbilical 
abnormalities is basic. In the early embryo the yolk sac is the largest struc- 
ture, with allantois growing from it into the body stalk, and the yolk sac 
infolding to form the primitive intestinal tract which is to be included in 
body cavity. The main yolk sac is connected to the primitive intestinal tract 
by the vitelline duct. The midgut grows in extra-embryonic celom and is 
withdrawn gradually into the embryonic abdominal cavity at about 2.5 
months. The vitelline duct usually becomes obliterated and separates from 
the ileum. 

The allantois opens into the cloaca, and as the bladder develops from 
anterior portion of the cloaca, the allantois persists at the cephalic end and 
remains after birth as a fibrous cord (urachus), connecting the bladder and 
navel. 

The closure of the abdominal wall around the umbilicus results from 
the approximation of the ectoderm and mesoderm and is relatively complete 
before the third month of gestation. Congenital abnormalities at the um- 
bilicus are results of faulty development. At birth the umbilical portion 
of the allantois has become obliterated but the abdominal portion may be 
patent and may fail to become obliterated when the bladder descends into 
the pelvis. Partial or complete failure of obliteration of the allantois ex- 
plains the urachal abnormalities. Similar failure of the vitelline duct to 
become obliterated would explain other congenital abnormalities. 
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If the midgut does not recede into the abdomen, the hernia into the 
umbilical cord exists, and where the abdominal wall has not closed around 
the umbilicus, a defect results which is covered by the peritoneum and am- 
nion fused into a membrane. 


Abnormalities of the Urachus 


1. “The Complete” (open communication from bladder to outside). 

Case 1. Patent urachus in a 9 month old child who had persistent in- 
flammation and drainage of urine at umbilicus. At operation navel was 
excised together with thick cord, 4 cm. in length, running into dome of 
bladder. 


2. “The Blind Internal” (navel closed, the duct opens into bladder). 


Probably very common and usually undiscovered. This may give appear- 
ance of accessory bladder or diverticulum of bladder; calculi may be found 
in it. 

3. “The Blind External” (navel open, communication with bladder 
closed). A rare condition which may become infected. Tuberculous infec- 
tion has been reported. 

4. “The Blind” (duct open in the middle, both ends closed). This 
results in formation of one or more cysts, varying in size but rarely devel- 
oping into malignancy. 

Case 2. Large cyst in an elderly woman which was thought to be an 
ovarian cyst, but at operation was found to be anterior to the peritoneum, 
contained 3,000 cc. of fluid. This had to be marsupialized and was allowed 
to heal in gradually. 

Case 3. Large cyst in 30 year old women with similar findings to 
those in case 2. A small sinus developed after marsupialization and a sec- 
ond operation with removal of umbilicus was necessary. 

Case 4. A cyst measuring 15 cm. in diameter was found in a 41 year 
old male, with blind urachal connection to bladder. The cyst was removed 
in toto. 

Excision of these lesions is the treatment of choice, with marsupializa- 
tion where necessary. 


Abnormalities of the Vitelline Duct 


Vitelline duct may remain patent from navel to small bowel, both ends 
may be closed, or one end may remain patent (as in Meckel’s diverticulum). 

Case 5. A 2 year old male with small granulating mass in navel which 
showed small bowel glands at biopsy was cured by excision of navel. 

Case 6. An 11 month old male with similar findings to case 5. Op- 
eration not performed yet. 

Case 7. A 14 month old female with external sinus leading to cavity 
beneath the umbilicus which was excised with the navel. Microscopic ex- 
amination revealed glands of the small bowel. Small glandular tumors or 
cysts of vitelline duct origin should be excised and the peritoneal surface 
explored. Caustics may penetrate peritoneal cavity. 

Case 8. (primary carcinoma of the umbilicus). A 65 year old Negro 
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female with a hard ulcerated area in the navel. At operation no extension 
through peritoneum was found and no intra-abdominal metastases. Patho- 
logic report showed adenocarcinoma (intestinal type) and the G.I. series 
was negative. The patient developed recurrences under the scar and inside 
the abdomen and died in four months. Conclusion: probable primary site 
in umbilicus. 
Unusual Hernias at the Umbilicus 

Rare hernias develop from failure of abdominal wall to fuse properly 
around the umbilicus. 

Case 9. A 6 day old Negro male with a large mass in the umbilicus. 
At operation coils of intestines and open Meckel’s diverticulum were found 
in hernial sac. The defect was closed by overlapping wall. 

Case 10. A 2 day old Negro male with a defect in the abdominal wall, 
7.5 cm. in diameter, covered by transparent membrane. At operation 
twenty-four hours later, infection was present. The defect was closed with- 
out opening the membrane, but the patient died of peritonitis. Comment: 
immediate operation before onset of infection is essential. 

Case 11. A 1 day old male with dangling protruding mass of omentum 
to the right of the umbilicus. At operation a defect in the wall was found 
and repaired. No explanation for this peculiar defect. 


Conclusions 


1. Patent urachus and cysts of urachus are often infected and should 
be treated for this before operation because of necessity of opening peri- 
toneal cavity. 

2. Large cysts should be marsupialized where excision is hazardous. 

3. Frequency of patency of urachus near the bladder indicates care 
in its preservation or ligation where it is divided. 

4. Navel containing remnants of vitelline duct should be completely 
excised because of frequent association with persistence of abdominal portion. 

5. Primary adenocarcinoma in navel may occur. 

6. Prompt operation prior to onset of infection is essential in amniotic 
hernias, hernia into cord, and eventration of abdominal contents through 
the wall. 22 references. 19 figures. 

Author’s abstract. 
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27. Hernia 


Obturator Hernia: Report of an Operation for Irreducible Incarcera- 
tion. 


P. Pernworth, St. Elizabeth’s Hospital, Granite City, Ill. Am. J. Surg. 
71:539-41, April 1946. 


Obturator hernia, as the name suggests, is an abnormal protrusion of 
an intra-abdominal viscus through the obturator foramen in the bony pelvis. 
It occurs most frequently in thin, asthenic elderly women, who have borne 
many children. Preoperatively, the existence of an obturator hernia may 
be suspected, but the diagnosis is seldom made before laparotomy. Al- 
though two surgical routes, the abdominal and the obturator, are theoreti- 
cally available, the latter may be discarded in favor of a midline or lower 
rectus incision. An approach directly to the obturator foramen through an 
incision placed medial and inferior to the femoral canal is dangerous, and 
may require a supplementary laparotomy for proper exposure and success- 
ful disposition of the hernia. 

The author reports a case in a female, 66 years old. Under local 
(0.5 per cent metycaine) anesthesia supplemented with intravenous pento- 
thal (1.0 per cent), a lower right rectus incision was made through the 
thinned abdominal wall and the peritoneal cavity opened. There was no 
free fluid present. Because of gastric suction, the intestine was not unduly 
distended and excellent visualization of the pelvis was obtained with the 
patient in the Trendelenburg position. The site of obstruction was easily 
discovered. A small loop of mid-ileum had become impacted in the left 
obturator canal. The bowel serosa appeared moderately injected and many 
broad sheets of tough fibrous tissue intimately fused the involved intestine 
with the parietal peritoneum surrounding the obturator foramen. It ap- 
peared that this was a condition of rather long standing. Evidently the 
incarceration had suddenly become complete, transforming the partial ob- 
struction into an acute emergency. 

All attempts at reduction of the hernia by gentle traction were unsuc- 
cessful. Bimanual efforts, with pressure directed from outside the obtura- 
tor canal also failed to release the bowel. Finding it impossible to effect 
reduction, it was decided to circumvent the obstruction. The afferent and 
efferent loops of bowel were identified and the serosa approximated by a 
continuous Lembert suture of fine cotton. A three-inch side to side entero- 
enterostomy was then completed. A No. 12 F. Pezzar catheter was placed 
in the small intestine distal to the anastomosis by a modified Stamm technic. 
This catheter was brought out through a separate stab incision, and was 
to function as a route for alimentary feedings during convalescence. Two 
Gm. of sulfanilamide powder was dusted over the pelvic peritoneum and 
closure of the incision effected with interrupted sutures of No. 40 cotton. 

The postoperative course was moderately stormy for seventy-two 
hours. Continuous gastric suction was required to control distention and 
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opiates were administered to relieve the severe pelvic discomfort. On the 
fourth postoperative day, considerable flatus was passed and constituents of 
the enterostomy feedings (digested protein-dextrose-cod liver oil and 
soluble vitamins) were noted in the soft formed stool. Tests for uro- 
bilinogen in the feces at this time were strongly positive indicating a patent 
anastomosis. The incision healed by primary union and on the fifth post- 
operative day the gastric suction was removed and a soft diet administered 
orally. This was well tolerated by the patient who was now pain free. On 
the following day the enterostomy feeding tube was withdrawn leaving a 
small fecal fistula which ceased draining forty-eight hours later. The pa- 
tient was discharged from the hospital in satisfactory condition after a stay of 
twenty-one days. There has been complete bowel patency to date. 5 ref- 
erences. 


[ One editor questions the usefulness of the operation described.- —Ep. | 
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Traumatic Rupture of a Hydrocele Sac. Fedor L. Senger, John J. Bottone and 
George E. Murray, Long Island College Hospital, Brooklyn, N. Y. Am. J. Surg. 
72:608-609, October 1946. 

Why Hernias Recur. Alfred H. Iason, New York Medical College, Brooklyn, N. Y. 
Am. J. Surg. 72:550-61, October 1946. 


28. Peritoneum 


Artificial Pneumoperitoneum for the Diagnosis of Subdiaphragmatic 
Abscess. 


A. L. Wilkie and J. C. Clark, Montreal, Que., Canada. Canad. M. A. 
J. 55:296, September 1946. 


The method of diagnosing subdiaphragmatic abscess on the left or 
right side consists of the injection of 750 to 1000 cc. of oxygen into the 
peritoneal cavity and then taking a roentgenogram with the patient in the 
upright position. If the area is not involved the oxygen is seen to separate 
the liver on the right and the stomach and spleen on the left, but if an 
abscess is present between the diaphragm and liver the oxygen collects below 
the liver and no clear space is demonstrable. 2 figures. 
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Peritonitis. George Crile, Jr., Cleveland, Ohio. Am. J. Surg. 72:859-64, Decem- 
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Primary Torsion of the Omentum. W. A. Altemeier and C. E. Holzer, University 
of Cincinnati, Cincinnati, Ohio. Surgery 20:810-19, December 1946. 

The Use of Streptomycin in Experimental Peritonitis. John J. Murphy, Robert G. 
Ravdin and H. A. Zintel, University of Pennsylvania School of Medicine, Phila- 
delphia, Pa. Surgery 20:445-51, October 1946. 


29. Stomach and Duodenum 


Some Results of the Gastric Secretory Response of Patients Having 
Duodenal Ulcer Noted During the Administration of Benadryl. 


R. U. Moersch, A. B. Rivers and C. G. Morlock, Mayo Foundation 
and Mayo Clinic, Rochester, Minn. Gastroenterology 7:91-99, July 1946. 


Sixteen patients with duodenal ulcer were given Benadry! intravenous- 
ly, some in conjunction with histamine as a stimulant and some in con- 
junction with a prior test meal of 8 arrowroot cookies and 2 glasses of 
water. In the 7 cases receiving histamine, the amount of Benadryl was 60 
mg. in 100 cc. of isotonic saline solution at a rate of 25 to 30 drops per 
minute in 6 cases, and 200 mg. in 250 cc. of saline in a seventh case. The 
total volume of gastric contents was appreciably lowered in only 2 of the 7 
cases, as compared with volume after histamine alone. The concentration 
of free hydrochloric acid was slightly increased. In the 9 cases receiving 
the test meal, 3 received 100 mg. of Benadryl in 200 cc. of isotonic saline 
solution at a rate of 35 to 40 drops per minute, and 6 received 200 mg. in 
200 cc. The volume of gastric secretion was higher with Benadryl in 2 cases 
than after the test meal alone and the same in 2 other cases, while it was 
appreciably lowered in 1 case. The concentration of the gastric acid was 
higher after Benadryl in 5 cases, the same in 1, and lower in 3. The authors 
conclude that Benadryl does not promise to be useful in the treatment of 
peptic ulcer. 10 references. 4 tables. 4 figures. 


Clinical Observations on the Use of Benadryl: Its Effect on Histamine- 
Induced Gastric Acidity in Man. 


T. W. McElin and B. T. Horton, Mayo Foundation and Mayo Clinic, 
Rochester, Minn. Gastroenterology 7:100-107, July 1946. 


Eight patients with a diagnosis of multiple sclerosis were subjected to 
an over-all total of 18 analyses of gastric content. Histamine was given 
intravenously in a single dose, continuously, or in combination, in pro- 
gressively smaller amounts, with the purpose of determining whether Bena- 
dryl might be effective against the smallest possible dose of histamine 
capable of raising gastric acidity. The smallest amounts used were 1.0 mg. 
of histamine base per 1,000 cc. physiologic saline for intravaneous drip, and 
0.01 mg. of histamine base for single dose, both of which exceed the authors’ 
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estimation of minimal doses capable of raising acidity. Benadryl (60 mg. 
per 100 cc. of saline) given intravenously gave suggestive evidence of in- 
hibition of the histamine-induced rise in 6 analyses on 3 of the patients, and 
appeared to increase the rise in 2 analyses on another. Benadryl given 
orally, and orally and intramuscularly seemed to inhibit in 3 analyses on 1 
case, and gave no evidence of inhibition in 3 analyses on another case. The 
authors conclude that the data is too inconsistent for analysis, but that there 
is evidence of alteration of gastric acidity by Benadryl. They suggest the 
method of reducing the dose of histamine, and the parenteral administration 
of Benadryl. 8 references. 2 tables. 6 figures. 


Hematemesis Associated with Gastric Arteriosclerosis. 


William Frank, The Mount Sinai Hospital, New York, N. Y. Gastro- 
enterology 7:231-40, August 1946. 


The author presents a case report of arteriosclerosis of the gastric 
arteries with repeated hemorrhages over a period of twenty-eight years, for 
which no cause was found up to the time of the patient’s death from pulmo- 
nary tuberculosis at the age of 46. Gastroscopy, which might have estab- 
lished the diagnosis, had been refused. Postmortem examination revealed 
severe arteriosclerosis of the submucosal gastric arteries, which appeared as 
tortuous, stony hard ridges, and were unusually large. Sections showed 
extreme intimal thickening, with considerable calcification extending some- 
times into the media, with compression of the submucosa where the large 
vessels ran toward the mucosa. Since the literature revealed only 17 pre- 
viously reported cases, always accompanied by hematemesis, investigation of 
the rarity of this condition was undertaken by the sectioning of 100 consecu- 
tive stomachs obtained at postmortem. Only 2 cases of moderate arterio- 
sclerosis with changes of the lumena, but without calcification, were found. 
It is suggested that the development of severe arteriosclerosis in these few 
reported cases is related to the unusually large caliber of the arteries, and 
that bleeding in early years is probably due to erosion above the abnormally 
large artery at a point where it is unusually close to the surface of the 
mucosa, whereas later bleeding may be due to rupture of an aneurysmal 
arteriosclerotic submucosal artery. 21 references. 3 figures. 


The Surgical Aspects of Hemorrhage from Peptic Ulcer. 


George J. Heuer, Cornell University Medical College, New York, 
N. Y. New England J. Med. 235:777-83, Nov. 28, 1946. 


In a-series of 337 patients admitted to the New York Hospital from 
Sept. 1, 1932 to Jan. 1, 1946, because of serious hemorrhage from duodenal 
or gastric ulcer, 18 died from hemorrhage without operation; in the ma- 
jority of these cases, the surgeon considered that the condition of the pa- 
tient contraindicated operation. In 31 cases operation was done in the 
period of active primary hemorrhage; there were 9 postoperative deaths. 
There were, therefore 27 deaths (8 per cent) from hemorrhage; and the 
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evidence indicated that in these 49 cases (18 not operated on and 31 
operated on), the hemorrhage was of the fatal type, and all would have 
died without operation. Of the 288 patients who recovered from the 
hemorrhage under conservative treatment, 105 were operated on within 
four to six weeks. In these cases gastric resection with removal of the ulcer 
was done in all but a few instances; there were 4 postoperative deaths, a 
mortality of 4 per cent. The remaining 183 patients were discharged from 
the hospital and followed up in the clinic. 

From the autopsy studies on the 18 patients who died without opera- 
tion, and the operative findings in the 31 patients operated on during the 
period of hemorrhage and the 105 patients operated on soon after the con- 
trol of hemorrhage, it was found that the severity of the hemorrhage de- 
pended upon the location of the ulcer in relation to adjacent large arteries. 
In cases of the fatal type of hemorrhage (those not responding to conserva- 
tive treatment), the ulcer, if duodenal, was on the posterior duodenal wall 
eroding the pancreaticoduodenal artery; and, if gastric, was on the lesser 
curvature, eroding a large branch of the right or left gastric artery. 

If patients with severe hemorrhage from a gastric or duodenal ulcer 
fail to improve promptly under a conservative regimen, including rest in 
bed, moderate doses of morphine, withholding fluids and food by mouth, 
and adequate blood transfusions, or if hemorrhage recurs while the patient 
is on such regimen, prompt operation is indicated to save life. Such opera- 
tion should be done within twenty-four to forty-eight hours of the onset of 
hemorrhage; in the series reported the mortality was 10 per cent in the cases 
in which operation was done within this period and 70 per cent in cases 
in which operation was done after forty-eight hours. Large amounts of 
blood should be given before, during and after operation in such cases; the 
best results are obtained by local excision of the ulcer, or gastric resection 
including removal of the ulcer. 

While no definite criteria have been established as to indications for 
surgical treatment after control of the hemorrhage, the author is of the 
opinion that age over 50 years, repeated hemorrhages, unfavorable location 
of the ulcer, and failure to respond satisfactorily to medical treatment are 
factors that suggest the need for surgical treatment. 10 references. 


Heterotopic Pancreatic Tissue in the Region of the Pyloric Orifice: A 
Radiological and Pathological Analysis of Five Cases of Clinically Suspected 
Peptic Ulcer in Which Only Pancreatic Rests Were Found. 


Theo. R. Waugh and E. W. Harding, Montreal, Que., Canada. Gas- 
troenterology 6:417-35, May 1946. 


In over 70 per cent of the cases reported in the literature in which 
pancreatic tissue was found in an abnormal site, it was located in the wall of 
the stomach, duodenum or jejunum. Occasionally it occurred in the mesen- 
tery, omentum, splenic capsule and gallbladder. It is sometimes difficult 
to differentiate this condition from peptic ulcer or pyloric stenosis and un- 
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necessarily radical surgical procedures have been instituted in some cases 
before the mistaken diagnosis was discovered. 

Approximately 800 stomachs removed by subtotal gastrectomy were 
examined over a period of six years, and of this number 5 were found to 
have aberrant pancreatic tissue, 4 in the region of the pylorus and 1 in the 
second portion of the duodenum. The incidence of this anomaly is higher 
in men than in women by a ratio of 2:1 and is found most frequently in 
adults between the ages of 20 and 70. While this finding argues against 
a developmental origin of a pancreatic rest, its occasional discovery in infants 
operated on for hypertrophic stenosis would suggest the lesion can also be 
congenital. 


The Effect of Two New Histamine Antagonists (Benadryl and Com- 
pound 63) on Histamine Stimulated Gastric Secretion in the Dog. 


William Sangster, Morton T. Grossman and A. C. Ivy, Northwestern 
Medical School, Chicago, Ill. Gastroenterology 6:436-38, May 1946. 


Histamine was given subcutaneously every ten minutes (0.025 mg. 
histamine dihydrochloride in 0.5 ml. of water) to 4 dogs with pouches of 
the entire stomach and esophago-duodenostomies. The collection of gastric 
juice was started after six doses of histamine had been given and was col- 
lected every twenty minutes. After three control samples had been ob- 
tained, 50 mg. of the test substance was injected and the collections of gastric 
juice were continued for eighty minutes. 

The volume of each sample of gastric juice was measured and an 
estimate was made of the free acid concentration by titration with N/40 HCI 
with p-dimethylaminoazobenzene being used as an indicator. The drug 
dosage was calculated on the basis of body weight and was 4.5 to 5.0 mg. 
per kilogram. 

A significant reduction of the average volume of free-acid secretion 
was not obtained by either drug. 9 references. 1 table. 


An Ulcer Which Appeared in the Stomach of a Man Receiving His- 
tamine Intravenously. 


Alexander M. lams and Bayard T. Horton, Mayo Foundation and 
Mayo Clinic, Rochester, Minn. Gastroenterology 6:449-51, May 1946. 

A case is reported of a 20 year old white male who developed a gastric 
ulcer believed to have been produced as a result of the daily intravenous 
administration of histamine in the treatment of multiple sclerosis. It was 
thought that the patient’s neglect to eat before the injections were adminis- 
tered may have been the causative factor since three hundred injections had 
been given to some patients without noticeable ill effect while this patient 
developed an ulcer following his eighteenth injection. The only known 
variable factor was that the other patients received their injections imme- 
diately after eating. With the discontinuance of histamine therapy, the 
ulcer healed in twelve days. 3 references. 
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The Effect of Glucose on the Motility of the Stomach and Small In- 


testine. 


Edward J. Van Liere, David W. Northrup and J. Clifford Stickney, 
School of Medicine, West Virginia University, Morgantown, W.Va. Gas- 
troenterology 7:218-23, August 1946. 


The effect of the addition of various amounts of glucose (25, 50 and 
70 Gm.) to a standard test meal on the gastric emptying time in 19 young 
adult males was determined. 

Glucose caused a delay of gastric emptying which was roughly pro- 
portional to the quantity ingested; 25 Gm. caused a delay of 20 per cent 
above the norm; 50 Gm. 39 per cent, and 75 Gm. 51 per cent. The results 
were statistically significant. 

A charcoal-acacia mixture was fed by stomach tube to unanesthetized 
dogs. The animals were then given 1.5 Gm. of glucose intravenously per 
kilogram of body weight while control animals were given an equivalent 
volume of isotonic saline solution. The average blood sugar level of the con- 
trols was 99 mg. per cent and that of the experimental group 285 mg. per 
cent. A fatal dose of ether was given after thirty minutes and it was found 
that the charcoal mixture had gone 183 cm. along the small intestine in the 
control dogs and only 141 cm. in the hyperglycemic dogs. This difference 
was statistically significant. 13 references. 2 tables. 


The Effect of Pilocarpine on Mucus Secretion by the Pyloric Mucosa. 


J. S. Ivy, Northwestern University Medical School, Chicago, Ill. 
Gastroenterology 7:224-30, August 1946. 

Pyloric pouches which were everted so that the mucosa did not rub 
against anything when the muscles contracted, were made in dogs. The 
mucus was collected after postoperative recovery by placing a glass funnel 
over the pouch. An injection of 0.4 mg. per kilogram of pilocarpine hydro- 
chloride was made subcutaneously and individual specimens were collected 
every half-hour. 

The mucosa of the pouch changed color following injection of pilo- 
carpine, indicating the occurrence of vascular changes. It was found that 
there was a decrease in the total volume, total titratable base, and total 
reducing substances following the injection of pilocarpine, but the volume 
of insoluble mucus increased. When the results were subjected to statis- 
tical analysis, no significant statistical difference before and after the injec- 
tion of pilocarpine could be found. 

It is concluded that pilocarpine does not stimulate the secretion of 
mucus by the pyloric mucosa of a dog when care is taken to prevent the 


rubbing together of the folds of the mucous membrane. 22 references. 2 
tables. 
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A Study of the Time of “Healing” of Peptic Ulcer in a Series of Sixty- 
Nine Cases of Duodenal and Gastric Craters. 


. M. Cummins, Jr.. M. 1. Grossman and A. C. Ivy, Northwestern 
Unir ob Medical S. hool, Chicago, Ill. eet a 7:20-37, July 
1946. 


In a study of 63 duodenal and 6 gastric craters treated at an Army 
General Hospital, the average healing time was forty days for the duodenal 
(range thirteen to two hundred and thirty days) and forty-two days for the 
gastric (range eighteen to sixty-eight days). In so far as possible, treatment 
and roentgen-ray studies were standardized, with all but a few of the pa- 
tients receiving one dram every two hours of sodium bicarbonate and cal- 
cium carbonate (1:3) in water the first week, with alkalies continued for 
twenty-eight days on the same schedule, and then given a half-hour after 
meals, before retiring, and at night 1f awake. A half-and-half mixture of 
milk and cream was given (6 ounces) on a similar schedule, with bland 
foods added gradually after the fourth day, until by the twenty-eighth day 
three normal meals were given excluding highly seasoned and fried foods. 
Limited ward activity, discouragement of the use of tobacco, and, for twen- 
ty-eight days, 15 drops tincture of belladonna and % grain phenobarbital 
thrice daily, and a multivitamin capsule were also part of the regimen. 
Repeat roentgen-ray examinations were scheduled until the crater could no 
longer be visualized. The study revealed no correlation between healing 
time and size, duration, or recurrent type of ulcer. The authors discuss 
limitations of the study, offering some evidence that negative roentgenogram 
has, in certain cases studied gastroscopically as well, given fairly accurate 
indication of true healing. 19 references. 2 tables. 15 figures. 


Nocturnal Gastric Secretion: II. Studies on Normal Subjects and Pa- 
tients with Duodenal Ulcer. 


D. J. Sandweiss, M. H. F. Friedman, M. H. Sugarman and H. M. 
Podolsky, Harper Hospital and North End Community Fund Clinic, 
Detroit, Mich. Gastroenterology 7:38-54, July 1946. 


In a study of 38 normal subjects and 29 patients with duodenal ulcer, 
all of whom were subjected to continuous suction from midnight to 7 a. m. 
following a well balanced 6 p. m. dinner, the authors conclude that normal 
persons secrete acid gastric juice during the night, and that the amount 
secreted does not differ significantly from that found in cases of uncom- 
plicated duodenal ulcer, nor does the acid concentration. However, when 
aspirations are done hourly instead of continuously, the ulcer cases yield a 
greater volume of gastric juice, indicating that there is retention rather than 
hypersecretion in these cases as compared with normal persons. 20 refer- 
ences. 9 tables. 7 charts. 
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Perforated Gastric Malignancy. 


Frederick Fitzherbert Boyce, Charity Hospital of Louisiana, New 
Orleans, La. Surg. Gynec. & Obst. 83:718-24, December 1946. 


Thirty-six cases of perforated gastric malignancy are reported, 31 were 
males and 5 females. The diagnosis is not usually made unless the patient 
has been previously followed fora gastric malignancy. The clinical pictures 
are not typical, but usually suggest involvement of the gastro-intestinal 
tract. Two patients did not have symptoms referable to the abdomen. The 
ideal treatment would be primary gastrectomy, but because of the poor 
condition of these patients, and the advanced state of the disease, this is 
rarely possible. The prognosis is poor. 

A case is also reported of a ruptured metastatic gastric malignancy. 
The primary tumor was an adenocarcinoma of the pancreas. 


The Problem of Surgical Arrest of Massive Hemorrhage in Peptic 
Ulcer. 


Gosta Bohmansson, Centrallasarettet, Orebro, Sweden. Acta chir. 
Scandinav. 94:362-78, Fasc. 3-4, 1946. 


Manifest hemorrhage in 539 cases of ulcer seen between 1929 and 1945 
on medical and surgical services in Orebro, Sweden, was analyzed and the 
following conclusions reached: operation if indicated should be performed 
as soon as hemorrhage shock has been relieved in order to prevent further 
hemorrhage, according to the author, who believes that further hemorrhage 
presents greater danger than immediate operation. Only 1 of 19 operated 
cases resulted in fatality. Indications for operation were evaluated by com- 
bined judgment of surgeon and internist, and consisted of massive hemor- 
rhage in cases of chronic ulcer showing niche on roentgen ray; earlier diag- 
nosed ulcers; perforation after a series of hemorrhages or with severe 
anemia accompanied by hemorrhage and hypoproteinemia in patients over 
4(, and in cases of hemorrhage or severe progressive anemia after un- 
successful treatment with transfusions and a high-caloric diet. Operation 
was felt to be contraindicated in the presence of old age, senility, severe 
circulatory disturbance, or complicating disease of a serious nature. 46 
references. 
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New York, N. Y. Gastroenterology 7:615-24, December 1946. 
Double Gastric Ulcer with Perforation and Haemorrhage. M. Kaye, Archway Hos- 
pital, London, England. Brit. M. J. 4479:695, Nov. 9, 1946. 
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Duodenal Septum. Otis F. Lamson, Seattle, Wash. West. J. Surg. 54:384-89, 
October 1946. 

Gastric Carcinoma: Incidence and Diagnostic Procedures. Samuel N. Maimon and 
Walter Lincoln Palmer, University of Chicago, Chicago, III. Sere, Gynec. & 
Obst. 83:572-74, November 1946. 

Gastric Resection for Cancer. I. N. Ishchenko, Moscow, U.S.S.R. Am. Rev. Soviet 
Med. 4:130-33, December 1946. 

Gastrojejunal Ulcer Following Gastric Resection. Joel W. Baker, The Mason 
Clinic, Seattle, Wash. West. J. Surg. 54:341-45, September 1946. 

Gastrostomy. Its Inception and E volution. Felix Cunha, San Francisco, Calif. Am. 
J. Surg. 72:610-34, October 1946. 

Hypertrophic Pyloric Stenosis in the Adult. Martin G. Vorhaus, New York, N. Y. 
Gastroenterology 7 :464-68, October 1946. 

Incidence of Ulcer in Haematemesis. Ernest H. Cluer, Albert Dock Hospital. Brit. 
M. J. 4478:651, Nov. 2, 1946. 

Indications for Surgery in the Treatment of Gastric and Duodenal Ulcers. J. Wil- 
liam Hinton, Bellevue Hospital, New York, N. Y. Bull. New York Acad. Med. 
22:623-29, December 1946. 

Intrathoracic Gastric Cyst. James A. Dickson, O. Theron Clagett and John R. 
McDonald, Mayo Clinic, Rochester, Minn. J. Thoracic Surg. 15:318-23, October 
1946. 

Obstruction Following Gastrojejunostomy: Its Biochemical Factors. John Homer 
Woolsey, Woodl. ind Clinic, Woodland, Calif. West. J. Surg. 54:307-12, August 
1946. 

Palliative Gastrectomy in Selected Cases of Gastric Ulcer. Ralph Colp and Leonard 
J. Druckerman, Mt. Sinai Hospital, New York, N. Y. Ann. Surg. 124:675-87, 
October 1946. 

Perforation of a Duodenal Ulcer During Roentgen Examination. J. A. Schilling, 
University of Rochester School of Medicine and Dentistry, Rochester, N. Y. Sur- 
gery 20:730-43, November 1946. 

Recognition of Gastric Carcinoma. S. M. Katsnelson, Moscow, U.S.S.R. Am. Rev. 
Soviet Med. 4:134-41, December 1946. 

Relative Surgical Curability of Certain Gross Types of Gastric Carcinoma. Rudolf 
Schindler, Los Angeles, Calif. Surg. Gynec. & Obst. 83:453-61, October 1946. 
Subtotal Gastrectomy for Duodenal Ulcer. Arthur W. Allen and Claude E. Welch, 

Boston, Mass. Ann. Surg. 124:688-707, October 1946. 

Surgery in the Treatment of Acute Massive Hemorrhage from Peptic Ulcer. D. R. 
Bryan. Delaware M. J. 18:80-82, April 1946. 

Surgical Aspects of Carcinoma of the Stomach. Eldridge L. Eliason and Robert H. 
Witmer, Philadelphia, Pa. Am. J. Surg. 72:679-82, November 1946. 

The Effectiveness of Parenterally Administered “Enterogastrone” in the Prophylaxis 
of Recurrences of Experimental and Clinical Peptic U lcer: With a Summ: iry of 58 
Cases. Harry Greengard, Arthur J. Atkinson and M. I. Grossman, Northwestern 
University Medical School, Chicago, Ill. Gastroenterology 7:625-49, December 
1946. 

The History of Hemorrhage in Peptic Ulcer. §. Allen Wilkinson and Martin L. 
Tracey, Lahey Clinic, Boston, Mass. Gastroenterology 7:450-63, October 1946. 

The Relationship of Trauma to the Perforation of Peptic Ulcer. Burrill B. Crohn, 
Milford O. Rouse and Hubert W. Smith, New York, N. Y. Gastroenterology 
7 :456-63, October 1946. 

The Surgical Treatment of Bleeding Peptic Ulcer. M. M. Zinninger, College of 
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Medicine, University of Cincinnati, Cincinnati, Ohio. $. Clin. North America 
26:1140-51, October 1946. 

The Treatment of Acute Perforation of Duodenal Ulcer. Roscoe R. Graham, 
Toronto, Ont., Canada. Am. J. Surg. 72:802-10, December 1946. 

Vagotomy in the Treatment of Ulcer. Editorial. Julian Ruffin. Gastroenterology 
7:692-93, December 1946. 


30. Small Intestines 


REFERENCES TO CURRENT ARTICLES 

A Technic for Combined Measurement of Motility and Electric Action Potentials in 
the Human Intestine. J. Roy Smith, Presbyterian Hospital, New York, N. Y. Ann. 
Surg. 124:426-34, August 1946. 

Localized Proximal Jejunitis. Albert S. Lyons and John H. Garlock, Mount Sinai 
Hospital, New York, N. Y. Arch. Surg. 53:702-704, December 1946. 

On Acute Regional Enteritis. Arne Homb, Ulleval Hospital, Oslo, Norway. Acta 
chir. Scandinav. 94:343-61, Fasc. 3-4, 1946. 

The Present Status of the Problem of Resional Ileitis. John H. Garlock, New York, 
N. Y. Am. J. Surg. 72:875-78, December 1946. 


31. Appendix 


Diagnosis of Acute Appendicitis in the Presence of Diarrhea. 


E. L. Keyes and M. M. Cook, Washington University School of 
Medicine, St. Louis, Mo. Arch. Surg. 52:429-44, April 1946. 


In diagnosing an acute appendicitis associated with diarrhea, in the 
early stage persistence of pain (usually either epigastric or periumbilical ) 
despite defecation, despite diarrhea, or the passing of gas by rectum, is sug- 
gestive of appendicitis while the pain of enteritis is intermittent. In addi- 
tion, in acute appendicitis, the urge to defecate may exceed the urge to 
vomit, the converse often being true in enteritis. Diarrhea often dominates 
the clinical picture in enteritis, whereas in early acute appendicitis, bowel 
urge, not diarrhea, occupies the attention of patients. The painful sensation 
in the early stage of acute appendicitis is called the “gas stoppage sensa- 
tion.” The painful sensation comprises persistent midline pain, lasting 
either hours or days, ranging from a sensation, so mild that it is overlooked, 
to a severe pain, often associated with a bowel urge which causes patients 
to seek relief by a bowel movement, or to take a laxative; it is increased in 
severity by catharsis, exertion or eating, and finally disappears when localiza- 
tion to the right lower quadrant occurs. It is not recognized in children 
under 7 because they are unable to grasp the import of the questions asked. 
It is consistently absent in other acute intra-abdominal conditions except 
acute salpingitis and ruptured ectopic gestation; the sensation occurs con- 
sistently at the onset of acute obstruction of the small bowel. Several 
illustrative case histories are included. 17 references. 5 tables. 8 figures. 
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Appendicular Mucocele (Mucocele A pendicular). 
Jorge Leiva. Gac. Peruana d Cir. y Med. 8:28-31, January 1946. 


A case of appendicular mucocele associated with edema of the gall- 
bladder in a 44 year old female is described. The small tumor, a supposed 
ovarian cyst, was removed under pentothal anesthesia, and one month later 
the gallbladder was extirpated. The diagnosis is difficult and rarely is made 
before operation. The cyst varies in size and is greyish or yellowish white 
in color and results from obstruction, and continued mucosal secretion. The 
secretion may be augmented by glandular irritation. The mucus usually 
is free from micro-organisms. Complications may be rupture or infection 
of appendicular contents. The treatment is surgical removal. 2 references. 


REFERENCES TO CURRENT ARTICLES 
Acute Appendicitis in the Aged. D. Grey Simpson, London, England. Brit. M. J. 
4486 :986-87, Dec. 28, 1946. 
Acute Appendicitis Treated with Penicillin: Report of a Case. William Landesman 
(Comdr., M.C., U.S.N.R.). U. S. Nav. M. Bull. 46:1474-75, September 1946. 
Appendicitis in Cleveland. Final Report. Howard Whipple Green and Ralph M. 
Watkins, Cleveland, Ohio. Surg. Gynec. & Obst. 83:613-24, November 1946. 
The Basis of Post-Operative Treatment in Appendicitis and Peritonitis: Folk-Lore or 
Physiology? V. J. Kinsella, Sydney, Australia. M. J. Australia 2:190-195, Aug. 
10, 1946. 


Colon and Rectum 


Volvulus of the Caecum: Report of a Case. 


Alexander Lyall, Greenock Royal Infirmary. Brit. J. Surg. 33:295-9%6, 
January 1946. 


Rokitansky was the first to describe this condition in 1841. It is a rare 
condition. Miller of the Mayo Clinic found only 1 case out of 136 cases of 
acute intestinal obstruction, and Rothman of the Harlem Hospital noted 
only | case out of 150 cases of obstruction. The lesion is found oftener in 
Russia, Poland, Finland and Scandinavia than in England and the United 
States. 

The condition appears to depend for its causation primarily upon ex- 
cessive mobility of the ascending colon and terminal ileum, and thus to a 
failure in the fusing of mesenteries in the third stage of intestinal rotation. 
Many different exciting causes have been given, such as over-exertion, 
violent peristalsis from over-eating or heavy purgation, and pregnancy. 

The case reported was in a male, 42 years old, who complained of 
acute abdominal pain and vomiting of eight hours duration. The abdomen 
showed a slight generalized distension. In the right iliac fossa there was a 
prominent bulge which was extremely tender and tympanitic on percussion. 
The pulse on admission was 84 per minute and the temperature 98.4 F. 
The bowel moved soon after admission, the stool being fairly scanty but 
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normal in appearance. The condition was diagnosed as volvulus of the 
cecum and operation carried out half an hour after admission. 

The abdomen was opened by a right paramedial incision under ether 
anesthesia. The distended cecum at once bulged from the wound and there 
appeared to be a marked danger of it rupturing. The wound was enlarged 
and the distended loop delivered. The cecum with the lowest ileum and 
adjacent ascending colon had undergone torsion in a clockwise direction and 
had rotated through 540 degrees, 1.e., one-and-a-half circumferences. It 
was gently untwisted and some of the gas forced into the ascending and 
transverse colon. The appendix was then removed and the purse-string 
sutured to the peritoneum at the lower end of the wound to prevent any 
recurrence of the condition. The abdomen was then closed in layers without 
drainage. 

Examination at the time of operation showed that the cecum and lower 
ascending colon were very mobile, but that the colon became abruptly firmly 
fixed to the posterior abdominal wall at a point slightly above the middle of 
the ascending colon, and it was at this point that the torsion had occurred. 
General hyperfixation of the colon will, of course, preclude any possibility 
of cecal volvulus, but, as Carslaw (1928) pointed out, hyperfixation is often 
localized and is found particularly in the right colon. In the treatment of 
the condition it seemed to us sufficient to attach the cecum to the anterior 
abdominal wall at the operation wound. 

Apart from a slight tendency to postoperative distension for a few days, 
the patient made an uninterrupted recovery, the temperature remaining 
normal and the pulse never rising above 84. He has remained well since 
the operation, six months ago. 10 references. 1 figure. 


Megacolon in the Newborn: A Clinical and Roentgenological Study 
with Special Regard to the Pathogenesis. 

Th. Ehrenpreis, Kronprinsessan Louisas Children’s Hospital, Stock- 
holm, Sweden. Acta chir. Scandinav. 94:1-114, Suppl. 112, April 1946. 


Attention was first called to megacolon in 1886 by the Danish pedia- 
trician, Hirschsprung, who gave a demonstration in Berlin of necropsy 
specimens from 2 male infants who since birth had suffered from persistent 
obstipation with abdominal distension as an additional symptom, and had 
died at 7 and 11 months respectively. Megacolon may be regarded as a 
dysfunction of the evacuation of the colon, with no known cause. Later, 
there develops a characteristic dilatation of the colon. 

Ten cases of megacolon originating at birth were studied. They all 
presented ileus symptoms. Careful roentgenologic studies were made and 
a comparison of function with 100 healthy newborn infants was carried out. 
An obstruction is not found in cases of megacolon; this point was proved in 
the study. Secondarily, it was found that dilatation of the colon developed. 
With the roentgen ray, it is possible to differentiate megacolon from various 
causes of intestinal obstruction that may simulate the disease in the clinical 
picture. 
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It appears probable that a defect of innervation of the colon plays a 
role in the development of the advanced clinical picture of megacolon. 
Anatomical studies have not shown the site of these defects or lesions. 


Primary Resection of Malignant Lesions of the Large Bowel. 


W. M. McMillan, Northwestern Medical School, Chicago, Ill. Am. 
J. Surg. 71:502-504, April 1946. 


The period of preparation in the average case must be a week longer 
if obstruction exists. The obstruction has been relieved by the use of suction 
and a liquid diet can be tolerated. The condition of the bowel wall is com- 
patible with safe suturing, i.e., the obstruction has been relieved at least a 
week. The contents of the bowel are rendered innocuous by the proper 
administration of sulfasuxadine over a period of four days or longer. The 
bowel is properly cleansed beginning forty-eight hours before surgery by 
multiple enemas and castor oil. Fluid and electrolytic balance have been 
corrected. A normal blood picture has been obtained by means of blood 
transfusions and plasma, amino acids, and a high protein diet. To obtain 
a true picture of the blood protein level and the albumin-globulin ratio, it is 
necessary to check the hematocrit; failure to do so will many times give one 
a false impression. Vitamin C is given in large doses, either hypodermically 
or by mouth so that a level of 1 or above is maintained at all times. 

The technic of primary resection of the colon with an end-to-end 
anastomosis involves a thorough understanding of the blood supply of the 
large bowel. Many surgeons are reluctant to ligate the superior hemor- 
rhoidal artery unless an abdominoperineal resection is done. Dixon of the 
Mayo Clinic has shown that ligation of this vessel does not compromise the 
viability of the lower segment of the bowel which remains. A short fat 
mesentery limiting the mobility of the segments to be anastomosed is a 
contraindication for this procedure. A thorough dissection of the lymphatics 
must be carried out. After wide excision of the involved segment of the 
bowel and its mesentery the anastomosis is accomplished with interrupted 
fine silk or wire in two layers, any prominent vessels in the bowel wall 
having been ligated individually. Care must be taken that too large bites 
are not included in each suture because the turning in of a large cuff of 
bowel will predispose to undue narrowing of the lumen at the site of the 
anastomosis. The hole in the mesentery that remains is sutured with plain 
No. 00 interrupted catgut on its two sides. A total of 2 to 4 Gm. of crystal 
sulfanilamide is frosted about the operative site and in different levels of the 
abdominal wound. In low resections, when feasible, the peritoneum is 
closed above the operative site. No drainage is employed. 

The author has resected 27 cases of carcinoma of the large bowel in the 
past four years, using a one-stage procedure with end to end anastomosis and 
without a preliminary cecostomy. The locations of the carcinomas were as 
follows: hepatic flexure, 4; transverse colon, 6; splenic flexure, 5; rectosig- 
moid junction, 7; at or just above the level of the perineal reflection, 5. 

The average stay in the hospital was eighteen days; the longest twenty- 
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six and the shortest fourteen days. The temperature curve varied from 
normal to 101.2 F. There was 1 death due to a pulmonary complication. 
Postoperatively, carbon dioxide-oxygen inhalations should be given as in- 
dicated and the patient allowed to sit up early to avoid pulmonary com- 
plications. 

The technic described is not offered as an innovation but rather to 
demonstrate that in the light of our present knowledge of preoperative and 
postoperative management, a primary one-stage resection of the large bowel 
carries with it no undue risk. 8 references. 


Diverticulitis of the Colon. 


L. C. Sanders, Memphis, Tenn. Rev. Gastroenterol. 13:294-98, July- 
Aug. 1946. 


One hundred and eight cases of diverticulitis among 205 with diver- 
ticula are reported. Diverticula are believed to be caused by intraluminal 
pressure forcing the mucosa through the muscularis of the tissue; this may 
occur in every portion of the gastro-intestinal tract, but the majority arise in 
the colon. The incidence has been reported as high as 5 per cent of all 
patients who have a G. I. series. It predominates among males and 1s 
most common in those over 40. Estimates in the literature indicate that 
from 10 to 25 per cent of individuals with diverticula suffer from diverticu- 
litis. 

The disease has both acute and chronic manifestations. The former 
show severe pain, nausea and vomiting, an elevation of temperature, leuko- 
cytosis, abdominal rigidity and in most cases the presence of an abdominal 
mass. The chronic form may be diagnosed from symptoms of indigestion 
and gaseous distension, recurrent episodes of pain usually in the lower left 
quadrant of the abdomen, and occasional rectal bleeding. Differentiation of 
diverticulitis from appendicitis is difficult, but a long history of nausea, 
constipation or diarrhea coupled with the left lower quadrant location of the 
pain helps to make the diagnosis. The disease may mimic gallbladder dis- 
ease, peptic ulcer or both. Amebiasis, ulcerative colitis and intestinal al- 
lergy may be associated with the diverticulitis. In female patients one must 
bear in mind the possibility of pelvic mass or endometriosis. Carcinoma 
must be ruled out; in the roentgenogram diverticulitis usually produces a 
rather long filling defect, though the existence of diverticula does not elimi- 
nate the possibility of carcinoma. 

Milder cases can be controlled by the use of a soft diet, mineral oi] and 
atropine. In more severe cases bed rest is necessary; sulfasuxadine and 
antispasmodics should be given, with an oil retention enema. In acute 
cases, counterirritants must be applied to the abdomen, codeine or morphine 
to relieve pain, penicillin intravenously, sulfasuxadine by mouth, and whole 
blood transfusions may be required. Conservative measures to localize the 
infection are recommended, for operations during the acute phase are char- 
acterized by a high mortality rate. In 11 acute cases, 8 had perforated, 
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but in only | did a protective abscess or omentum fail to prevent extension 
into the peritoneal cavity. Perforation followed cathartics in one case while 
another developed after a barium enema. 


Volvulus of the Sigmoid Colon. 


1. R. Senturia (Capt., M.C., A.U.S.) and T. B. Keller (Capt., M.C., 
A.U.S.). Am. J. Surg. 71:550-52, April 1946 


In central European countries the relative incidence of sigmoid volvulus 
is much greater than in America; in Russia volvulus has been reported in as 
high as 50 per cent of acute intestinal obstructions. This greater incidence 
has been explained by the more bulky vegetable diets of these people. 

The present case is reported because of several unusual features, viz., 
backache without abdominal pain, tenderness or distention. The patient, 
a male, 21 years old, a year prior to the present admission had an attack of 
intermittent, cramp-like, low back pain which lasted several hours. The 
following year on Jan. 29, 1945 there was an episode of low abdominal 
cramps associated with a desire to defecate. On Feb. 9, 1945, he was 
awakened by severe intermittent pain in the low back, localized over the 
sacrum, with no pain radiation to abdomen or elsewhere, but again the urge 
to defecate. Volvulus was suspected and its location in the sigmoid was 
demonstrated by a small barium enema. A left rectus incision was made 
and the greatly dilated loop of sigmoid presented in the wound. It filled 
the entire left and part of the right abdomen and possessed a wide, fan- 
shaped portion of mesentery 11.5 cm. in length and 6.5 cm. across its base. 
Torsion of 360 degrees had resulted in almost complete obstruction at both 
the proximal and distal ends of the loop. The bowel was moderately dusky 
in color but viable; it was deflated through a previously inserted rectal 
tube, then delivered and rotated in a clockwise direction to restore its normal 
relationship. A Rankin obstructive resection of the redundant loop was 
performed. The convalescence was uneventful except for atelectasis of 
the right lung which became apparent on the fourth day and promptly re- 
sponded to postural drainage and medical management. 

The specimen consisted of a hugely dilated segment of sigmoid 15 cm. 
in diameter and 71 cm. along its antimesenteric border. It was attached 
to a widened, fan-shaped segment of mesentery. No intrinsic obstruction 
was found. The mucosal folds were obliterated, the bowel wall greatly 
thinned, and large septa were present. 2 references. 4 figures. 


Complications of Chronic Non-Specific Ulcerative Colitis. 


W.E. Ricketts and W. L. Palmer, University of Chicago, Chicago, Ill. 
Gastroenterology 7:55-66, July 1946. 


In a study of 206 patients with chronic non-specific ulcerative colitis, 


64 (31 per cent) presented complications, of which the most frequent were 
septic infections (27), lesions of skin or mucosal surfaces (22), polyps (21), 
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hemorrhage (13), arthritis (12), abscesses (9), and stricture (8). These 
and the various other complications are discussed in detail, with frequent 
references to other publications. 64 references. 


The Etiology of Ulcerative Colitis: An Analytical Review of the 
Literature. 


R. 8. Ginsberg and A. C. Ivy, Northwestern University Medical 
School, Chicago, Ill. Gastroenterology 7:67-90, July 1946. 


In a review of the literature on the etiology of ulcerative colitis, with 
stress on the experimental rather than the clinical studies, the authors evalu- 
ate the findings and point up the questions of interest and importance for 
further study. It is suggested that Cook’s experiments in producing and 
maintaining acute ulcers of the colon on an infectious basis with the diplo- 
streptococcus of Bargen be repeated with the same and with other organisms, 
such as Bacillus dysenteriae and the virus of Mones. Investigation of fac- 
tors which cause acute lesions to become chronic, of the maintenance of 
allergic ulcers, of the effects on acute ulcers of the colon of pancreatic juice 
in producing chronicity, and also of the effects of vitamin deficiency, are 
other suggestions. The authors question emotional disturbances as the 
sole etiologic factor, but believe they are related to the onset and exacerba- 
tion of symptoms in some cases. 144 references. 


Lymphogranulomatous Strictures of the Rectum. A Résumé of Four 
Hundred and Seventy-Six Cases. 


Louis T. Wright, W. Adrian Freeman and Joel V. Bolden, Harlem 
Hospital, New York, N. Y. Arch. Surg. 53:499-544, November 1946. 


Strictures of the rectum due to lymphogranuloma venereum are a seri- 
ous threat to life in some instances. Negro women are chiefly affected. 
Some conditions are mild and seem to cure themselves. Other conditions 
progress in spite of all known methods of treatment. It is our opinion that 
these variations in clinical behavior result from the fact that there are differ- 
ent strains of the virus and that the virus produces a reaction according to the 
host. The early diagnosis and treatment in all cases are important. In the 
prestricture stage sulfonamide compounds seem to have some value, but 
there is a question as to whether sulfonamide drugs can prevent permanently 
an extension of the processes in some cases. It is likewise true that in some 
of the instances in which sulfonamide drugs seem to have been of value the 
evidence is not conclusive as yet that these patients might not have done as 
well without the sulfonamide compounds as far as checking the activity of 
the virus is concerned. Sulfonamide drugs do help in clearing up the sec- 
ondary superimposed infections that are present in these cases and thus im- 
prove the condition of the patient clinically. Penicillin has proved value- 
less in our hands. Once a fibrous stricture has occurred, drugs are of value 
only by elimination of the toxic effect of secondary bacterial invasion due to 
the fact that the blood supply to and through the dense scar tissue is so 
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lessened that no adequate therapeutic concentration of the drug is possible. 

Some conditions do not progress rapidly and are not serious, while 
other conditions do progress rapidly in spite of all forms of treatment, with 
the exception of early excision. Colostomy helps many patients by: (1) 
lessening secondary infection; (2) overcoming the toxic effects of chronic 
obstruction of the bowel. Surgical treatment alone is of value once a fibrous 
stricture of any considerable extent is developed. Warthen’s obliteration of 
the cul-de-sac operation offers the possibility of lessening the complications 
that are inherent in colostomies, namely, anterior grade and retrograde 
herniation. It cannot, however, prevent stenosis of the colostomy opening, 
which occurs in many instances. Pauchet’s excision operation or a modifica- 
tion thereof at this time offers the best method of cure for strictures low in 
the rectum. This does not exclude the sacroperineal excision operation of 
Hartmann. These operations are of such magnitude that they should be 
performed only by experienced surgeons. When the disease involves the 
entire rectum or is high in the rectum, involving the rectosigmoid area, ab- 
dominoperineal extirpation is indicated if the patient’s clinical condition does 
not improve after colostomy. In the rare cases in which the descending 
colon is involved, a permanent artificial anus in the transverse colon should 
be made. Carcinoma occurs as a superimposed factor in a sufficiently large 
number of cases to be of clinical significance. 

Much further study is needed to complete our knowledge and under 
standing of this subject. 55 references. 7 tables. 14 figures. 


Author’s abstract. 


Closure of the Colostomy Stoma: A Simplified Plan of Management. 


R. O. Gregg (Major, M.C., A.U.S.) and J. M. Mosely (Capt., M.C., 
A.U.S.). Surgery 20:388-94, September 1946. 


A simplified plan of management of colostomy closure used in 23 
successive cases is presented. Readiness of the colostomy for closure having 
been determined, the patient is placed on a low residue, high carbohydrate 
diet. Both loops of the colostomy are irrigated daily, the last time twenty- 
four hours before operation. Sulfaguanadine is given in 4 Gm. doses every 
four hours for six doses and then 2 Gm. avery four hours until four hours 
before operation. Paregoric is given in 2 dram doses every four hours for 
twenty-four hours preoperatively. Fluids are restricted postoperatively 
until flatus is passed, about twenty-four hours. Penicillin is given post- 
operatively in doses of 20,000 units every four hours and sulfadiazine 5 
Gm. daily for seven days. Various types of colostomies and their surgical 
treatment are discussed with emphasis on conservative methods. 4 refer- 
ences. 5 figures. 


REFERENCES TO CURRENT ARTICLES 
Carcinoma of the Cecum in Association with Acute Appendicitis. Edward F. Mc- 


Laughlin (Lt. Col., M.C., A.U.S.). Am. J. Surg. 72:585-93, October 1946. 
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Combined I[leo-Vesical and Sigmoido-Vesical Fistula Secondary to Diverticulitis. A. 
Sabeti, Mt. Sinai Hospital, New York, N. Y. J. Mt. Sinai Hosp. 13:86-89, July- 
Aug. 1946. 

Definitive Surgery of the Large Intestine Following War Wounds. L. C. Roettig, 
B. F. Glasser and C. O. Barney, Rhoads General Hospital, Utica, N .Y. Ann. 
Surg. 124:755-90, October 1946. 

Dissecting Diverticulitis of the Colon. Samuel E. Cohen, Elmira, N. Y., and Ben 
L. Matthews, Binghampton City Hospital, Binghampton, N. Y. Surgery 20: 
823-27, December 1946. 

Diverticulitis of the Colon. John J. Morton, Jr., University of Rochester School of 
Medicine and Dentistry, Rochester, N. Y. Ann. Surg. 124:725-45, October 
1946. 

Malformation of the Anus and Rectum. Millard $. Rosenblatt and Arthur May, 
Portland, Ore. Surg. Gynec. & Obst. 83:499-506, October 1946. 

Megacolon, Mechanisms and Choice of Treatment. W. J. Merle Scott, University 
of Rochester School of Medicine and Dentistry, Rochester, N. Y. Surgery 20: 
603-18, November 1946. 

Multiple Invasive Carcinomas of the Large Intestine. G. Burroughs Mider, Univer- 
sity of Rochester School of Medicine and Dentistry, Rochester, N. Y. Surgery 
20:744-48, November 1946. 

Some Aspects of Operative Treatment of Cancer Recti. K. A. Hultborn, Karolinska 
Sjukhuset, Stockholm, Sweden. Acta chir. Scandinav. 94:193-204, Fasc. 3-4, 
1946. 

Surgical Treatment of Idiopathic Megacolon (Hirschsprung’s Disease) (Uber die 
chirurgische Behandlung des idtopathischen Megacolons der Hirschsprungschen 
Krankheit.). Chr. Van Gelderen, Amsterdam, Holland. Acta chir. Scandinav. 
94:81-96, Fasc. 1-2, 1946. 

Technic of Anastomosis of the Colon Following Resection. Paul I. Hoxworth, Col- 
lege of Medicine, University of Cincinnati, Cincinnati, Ohio. §. Clin. North 
America 26:1197-1208, October 1946. 

The Management of Carcinoma of the Colon in a Small General Hospital. Mell B. 
Welborn, U. S. Marine Hospital, Evansville, Ind. Am. J. Surg. 72:738-41, 
November 1946. 

The Management of Megacolon (Hirschsprung’s Disease). Louis G. Herrmann, 
College of Medicine, University of Cincinnati, Cincinnati, Ohio. §. Clin. North 
America 26:1170-96, October 1946. 

The Preoperative and Postoperative Care in Major Colonic Surgery. Stuart T. Ross, 
Kings County Hospital, Hempstead, N. Y. Am. J. Surg. 72:910-15, December 
1946. 

Unusual Initial Onset of Ulcerative Colitis with Ex-Sanguinating Bowel Hemorrhage. 
E. Jobb, University of Pennsylvania, Philadelphia, Pa. Gastroenterology 7 :483-88, 
October 1946. 


33. Intestinal Obstruction 


REFERENCES TO CURRENT ARTICLES 
Acute Intussusception in Infants and Children. Bruce M. Hogg and Edward J. 


Donovan, Babies Hospital, New York, N. Y. Ann. Surg. 124:262-67, August 
1946. 
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Early Indications of Adhesive Small Bowel Obstruction. Claude J. Hunt, Kansas 
City, Mo. Am. J. Surg. 72:865-68, December 1946. 

Mesenteric Occlusion. A Review of Recent Methods of Treatment, with Notes on 
Six Instances. H. Morgan Williams, London, England. Brit. M. J. 4483:856- 
57, Dec. 7, 1946. 

Necrosis and Ulceration of the Intestinal Wall in Simple Intestinal Obstruction. An 
Experimental Study. W. Henry Harper and Richard A. Lemmer. Henry Ford 
Hospital, Detroit, Mich. Bull. Johns Hospkins Hosp. 79:207-28, September 1946, 


34. Anus 


Pruritus Ani. 


Campbell M. Gardner, Montreal, Que., Canada. Canad. M. A. J. 
55:259-63, September 1946. 

The technic described has been used successfully in 35 cases of severe 
and intractable idiopathic pruritus. The procedure is a modified Gabriel 
hemorrhoidectomy in which most of the cracks and intervening skin around 
the anus are removed. The areas to be removed are marked with dye, in- 
cisions made along the pattern drawn, the skin is dissected from the under- 
lying structures until the inner border of the subcutaneous external spincter 
is exposed, a snip with scissors defines the pedicle, and the pedicle is then 
transfixed and tied with No. 2 chromic catgut. Then the excess tissue is 
cut off and a light gauze pack is inserted. Patients are permitted up im- 
mediately with no restriction as to diet. The pack is removed on the third 
day and after this they take three baths a day. From the seventh day a 
finger is passed into the rectum once a day until a No. 3 dilator can be passed, 
when the patient is discharged. After discharge he is to pass such a dilator 
three times a day and is to return for examination every week. The areas 
usually heal in two months. If any cracks remain they usually disappear 
quickly since the skin is pulled out by contraction of the scar tissue. 

Regardless of how many triangles of tissue are removed a bridge of 
skin must be left between each. 4 figures. 


Epithelioma of the Anus. 


Harold D. Harvey, New York, N. Y. Ann. Surg. 124:245-51, August 
1946. 

In 37 cases of epithelioma of the anus, 15 received palliative treatment 
or were untreated, and of the remainder, 7 treated within the last three 
years are alive, 6 others are surviving after five years, and 9 have died. 
Treatment appears to have been successful in 5 cases. 

Where radiation is employed, it is suggested that the effective field be 
extended well above the gross limits of the tumor. Small tumors were 
successfully treated in several instances by local excision alone, or local ex- 
cision followed by radium pack. Where perineal proctectomy is indicated, 
wide dissection is urged, as the tumor often extends into perirectal structures. 
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Awareness that these tumors are frequently associated with fistula in 
ano and other sources of chronic irritation, and that they occur frequently 
in people under 40 (20 per cent of cited cases), may facilitate earlier diag- 
nosis. 6 references. 5 tables. 2 figures. 


35. Liver and Biliary Tract 


Subcutaneous Liver Ruptures and the Hepatorenal Syndrome ( Uber 
subkutane Leberrisse und das hepatorenale Syndrome ). 


Paavo Castrén, Finnish Red Cross Hospital, Helsinki, Finland. Acta 
chir. Scandinav. 93:5-169, Suppl. 105, 1946. 


Findings on subcutaneous liver rupture are compared with the results 
obtained by other surgeons through the period 1872 to 1939. Sixty-one 
cases were under observation, of which 50 were operated on and 11 treated 
without operation. Most of the ruptures were on the convex surface of 
the liver, and in the right lobe (38). Only 3 were in the left lobe, and 5 
in between. 

Distribution of ruptures according to age, based on the author’s ma- 
terial, gave the mean at 28; this seems to contradict the data of Lamb (New 
England J. Med. 221:885, 1939), who sets the mean age at 10 years. 
Lamb’s patients were mostly city dwellers and the injuries were mostly due 
to traffic accidents, while the author’s cases were rural folk. In both statis- 
tical curves young patients predominated, since the young are exposed to 
accidents more often than the older people. 

Trauma without fracture of ribs accounted for 70 per cent of the cases 
admitted to the author’s hospital although 68 per cent of the patients coming 
to autopsy had rib fractures. Liver rupture was second in frequency after 
kidney rupture. They can be divided, according to the type of trauma, into 
compression cases (22 to 36 per cent), fall (10 to 16 per cent), blow (10 
to 16 per cent) and push cases (12 to 19 per cent). 

The author’s cases confirm the Messerer-Von Wahl law, as modified 
by Krogius and Himiliinen in relation to the rupture of the liver, both 
with regard to type and direction of rupture. Any rupture can be repre- 
sented as a compression injury, i.e., as a meridianal or equatorial tear, the 
latter caused by bending. 

The diagnosis of liver rupture is difficult, since pain may be absent or 
slight, and none of the symptoms 1s sufficiently specific. Shock, abdominal 
contusion, or injury to other abdominal organs, may give similar symptoms. 
Shock was present in 80 per cent of the author’s patients, aggravating the 
condition. Its intensity was in no sense a measure of the severity of rup- 
ture, nor an indication of any one type of it. 

Abdominal muscle rigidity was present in 92 per cent of the cases, 
but the correct diagnosis could not be made from this finding alone, except 
in 18 per cent of the cases. 
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Contrary to other surgeons, the author found that bradycardia was not 
a typical finding following this injury. Jaundice was rare and appeared a 
long time after the accident. The presence of a liver lesion seemed best 
indicated by the appearance of a hepatorenal syndrome. In the author’s 
material 3 cases were known to have this syndrome, which was detected 
through urine and blood examination (albumin, erythrocytes, casts, and the 
presence of leucine crystals). In one of these cases leucine crystals were 
found eight hours after the injury, in another only on the twelfth day. In 
spite of delayed appearance, the test for leucine crystals seems to be of 
practical value as a confirming test in suspected cases. High nonprotein 
nitrogen of the blood and high xanthoprotein, as well as oliguria, were also 
of diagnostic importance. 

Pain in the right shoulder together with abdominal muscular rigidity 
indicate a subdiaphragmatic collection, and when in addition to the trauma 
in the hepatic region, there has been a strong indication for an operation. 

Of 50 operations performed the majority were laparotomies. They 
were done less than twenty-four hours after the accident in 44 cases, the 
basis being nothing more than general symptoms of an abdominal hemor- 
rhage. An orientation incision was first made, then, in case of a liver hemor- 
rhage, a transverse auxiliary incision through the rectal muscle. A central 
incision alone was not sufficient, as it opens only the interlobar region in the 
front part of the liver. In one case, where no other incision was made, a 
lateral rupture was not discovered. The ruptured area must be opened 
widely enough to permit removal of the bruised tissue and to appraise the 
possibility of suturing since tamponing alone is often not enough. An angular 
incision was found to be helpful for the efficient placing of sutures. 

Bleeding was easily managed by tamponing with gauze in 35 cases. 
Sutures were used in 13 cases, of which 3 were closed entirely with sutures 
while in 10 combinations of the two were used. 

The use of omental transplants proved a valuable measure. The 
strip was placed (either free or attached) in 9 cases, some of which were 
combinations of suture and transplants, or tamponing and transplants. The 
effect of omentum on the rupture is twofold: it stops bleeding and reduces 
mortality (33 per cent, as against 46 per cent in the group with sutures 
with or without tampons, and 40 per cent in the group with tampons alone). 
The omentum helps in forming scar tissue, in the resorption of necrotic 
tissue, in decreasing ‘ ‘autointoxication,” and in prev enting tearing through 
of the sutures. 

Among the operated cases postoperative hemorrhage or bile peritonitis 
did not occur, and bile-filled tampons were found only in 4 cases. Hence, 
especially where omentum is used, the author believes that the abdominal 
cavity can be closed safely, as evidenced by the complete absence of bacterial 
peritonitis among the operated patients. Pulmonary embolism was present 
in 3 cases. 

In cases of upper surface injury it was found necessary at times to cut 
the liver ligaments, but the author had refrained from resecting the ribs; 
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even as a temporary measure this was a risk, since stitching was very difficult 
to perform. 

Total mortality among the author’s cases amounted to 24 of which 
hemorrhage was the cause in 19, shock in 1, pneumonia or thrombo- 
embolism in 3 and toxic uremia in 1. Of 50 surgical cases 21 died during or 
after operation. Renewed blood transfusions proved of great value. The 
presence of a shock was not found to be a contraindication to the operation, 
or a reason for postponement. 

It is suspected that the hepatorenal syndrome was present in quite a 
few cases but was not discovered, due to insufficiently thorough examination 
of the patients. Toxemias also were not always diagnosed early enough, 
both of which accounted for the high number of fatal cases. 

The patients in which the hepatorenal syndrome was discovered 
showed symptoms similar to those found occasionally after bile-duct opera- 
tions and liver traumas, as recorded in literature. Blood and urine labora- 
tory data of 2 convalescent and 1 fatal case were typical for this syndrome. 
The latter case had a typical degeneration of liver and kidney tissue, as 
confirmed by autopsy (large white kidney). 

The presence of leucine crystals in the urine of the two convalescents 
was a new fact, not yet recorded in literature, which probably has a real 
diagnostic value. 315 references. 17 tables. 

| ‘This is an interesting report on traumatic rupture of the liver. ‘The paper does 
not deal with the hepatorenal syndrome as this term is traditionally used in this country 
but concerns itself more with the type of renal change found in association with 
jaundice. In this sense it deals with one type of the hepatorenal syndrome.—Ep. | 


Grave Ascending Cholangitis Following Cholangiography Carried out 
Through the Cystic Duct Infected with E. Coli. 


Karl Martensson, Karolinska Institute, Stockholm, Sweden. Acta 
chir. Scandinav. 94:1-32, Fasc. 1-2, 1946. 


Two cases are described in which ascending cholangitis was possibly 
caused by cholangiography. 

A grave ascending cholangitis occurs in man in 50 per cent of cases 
where a preparation “Jodairal forte” is employed, in presence of Escherichia 
coli at the site of the injection. In dogs and rabbits such an ascending in- 
fection is the rule. The preparation is identical with hippuran used in the 
U.S. The infection resulting from the use of a 60 per cent solution of 
the opaque medium is due to a propulsion of coli bacilli into the intra- 
hepatic bile ducts, combined with a chemical-toxic irritation by the opaque 
medium. 

Observations on patients as well as results of animal experiments 
showed that only a primary drainage of the common duct may prevent the 
postcholangiographic cholangitis from assuming a grave form. However, 
such procedure does not prevent a serious hepatocholedochitis. 

Even in primary sterile cases a 60 per cent solution of Jodairal and 
occasionally even a 40 per cent solution causes in experimental animals a 
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permanent grave injury of the deep bile ducts. Under certain circum- 
stances even liver necrosis may be provoked. Clinical observations as well 
as animal experiments show that such changes may lead to secondary ascend- 
ing cholangitis. On the other hand, so-called Perabrodil does not appear 
to produce such changes in sterile cases. 

Observations suggest only the use of Perabrodil and not the employ- 
ment of Jodairal forte, 40 per cent Jodairal or Abrodil, also called “Contrast 
U.” It is advisable before cholangiography to make smears of the contents 
of the cystic duct; if coli bacilli are present, cholangiography is contra- 
indicated. If the method is essential, a primary drainage of the common 
duct should precede it. 

If the operation is performed during a free interval, the incidence of 
presence of coli bacilli in the cystic duct is minimal and a cholangitis follow- 
ing cholangiography may be expected in not more than 2.8 per cent of 
cases. 

| Cholangitis is known at times to follow the use of any of the radio-opaque sub- 
stances used for cholangiography. When it occurs the free drainage of bile should be 
facilitated either through an open cholecystostomy tube or “IT” tube, and penicillin 
therapy begun.—Ep. | 


Results from Using Vitallium Tubes in Biliary Surgery. 


Herman EF. Pearse, University of Rochester, Rochester, N.Y. Ann. 
Surg. 124:1020-29, December 1946. 

Stricture of the common or hepatic bile duct most often follows clamp- 
ing, ligation or excision of the duct during cholecystectomy. The common 
duct will not be injured if it is clearly seen. The first necessity is adequate 
exposure with accurate definition of the junction of the hepatic, cystic, and 
common ducts before anything is clamped or cut. If this rule is followed, 
most of the hazards are eliminated. Injury occurs with inadequate expo- 
sure, inflammation or impaction of stones that shorten the cystic duct, strong 
traction on the gallbladder that tents up the common duct, anatomic ab- 
normalities that confuse the relations, and blind efforts to control bleeding. 

If the surgeon discovers a damaged or severed common bile duct, it 
should be repaired immediately for it is never easier to do later. The two 
ends of a divided duct should be united by end to end anastomosis. If a 
T tube is used, the vertical limb should not come out through the suture 
line but rather above or below it. A duct that has been crushed by a clamp 
should be allowed to heal over a tube. If it is badly macerated, the de- 
vitalized tissue may be excised and an end to end anastomosis done. 


The end result of unrepaired common duct injury is biliary fistula or 
stricture with its devastating sequelae. Small strictures are not so serious 
for they may often be successfully treated by plastic repair or by excision and 
end to end anastomosis. The real problem concerns those who have ex- 
tensive stricture or loss of the duct, often complicated by repeated, fruitless 
attempts at repair and usually associated with anemia, hypoproteinemia, 
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infection, and liver damage. These may tax the fortitude, patience and in- 
genuity of those who seek to repair them. No single method is applicable 
to all cases. In general, two methods of attack have been used; either 
anastomosis of the duct to the intestine or reconstruction of the duct. Of the 
former, anastomosis of the duct to the duodenum has been used most fre- 
quently but only 23 per cent have a successful end result (Eliot). The 
Roux Y type of choledochojejunostomy, popularized by Whipple, is a more 
physiological intestinal anastomosis since the antiperistaltic loop of jejunum 
prevents reflux of intestinal contents into the biliary tract. 

It appears desirable, whenever possible, to restore the normal anatomi- 
cal arrangement of the part for few surgical procedures improve on nature. 
For this reason, even with extensive loss or stricture, efforts should be made 
to reunite what remains of the duct. Such a union may be possible only with 
tension on the suture line which permits reformation of the stricture. To 
prevent stricture the duct should heal over a tube which holds it open during 
repair. Dissatisfaction with the tissue irritation and fibrosis caused by rubber 
led to the use of vitallium for this purpose. 

Recently, 226 cases of the use of vitallium tubes were collected from a 


group of surgeons and from personal experience. The results are shown in 
the following tables. 


TABLE I 
ReEsuLTs FROM UsING A ViraLLiIuM TuBE IN 106 Cases OF REPAIR OF THE 
Common Duc 

Good 


83 cases 


Good, but tube passed 2 cases 
‘Total—good results 85 cases—80.1% 
Doubtful 1 case 


Poor—tube plugged 12 cases—11.3% 


Poor—bridged a gap 7 cases 
Poor—tube slipped 1 case 
‘Total 106 cases 


Taste II 
Resutts In 79 Cases oF HEPATICODUODENOSTOMY DONE WITH A 
VITALLIUM TUBE 


G od 43 cases 
Good, but tube passed 3 cases 

Total good results . 46 Ccases- -58.2% 
Doubtful 1 case 
Poor—tube passed 27 cases—34 1% 
Poor—tube plugged 4 cases 
Poor—fatal hemorrhage from tube 1 case 


Total 79 cases 
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Tasce III 

REsuLts in 18 Cases oF HEPATICOJEJUNOSTOMY DONE WITH A 
VITALLIUM TUBE 

Roux—Y anastomosis -results good 8 cases 
Loop with entero-anastomosis—results good 


‘Total 


7 cases 
l 5 cases $3.3° ¢ 
Loop with entero-anastomosis— —results poor 3 cases 


Total 18 cases 
In seven cases (38.8%) the tube is known to have passed, 


The results enumerated above are a real improvement over past ex- 
perience. They are not perfect and one may question if perfection can be 
attained under the difficult circumstances encountered in these cases. The 
most profitable direction for efforts in the future would be the training of 
surgeons to avoid injury to the bile ducts. Until this is realized the search 
must continue for improvement in our present technics and methods. 22 
references. 3 tables. 


Author’s abstract. 
| An excellent article.—Ep. ] 
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Endocholedochal Sphincterotomy. Ralph Colp, Mount Sinai Hospital, New York, 
N. Y. Gastroenterology 7:414-29, October 1946. 

Transplanted Cancer of the Liver. L. S$. Morozenskaya, Moscow, U.S.S.R. Am. 
Rev. Soviet Med. 4:152-54, December 1946. 


36. Pancreas 


Surgical Treatment of Carcinoma of the Pancreas and Ampulla of 
Vater: Analysis of 82 Cases. 


Thomas G. Orr, Kansas City, Kan. Texas State J. Med. 42:183-88, 
July 1946. 


A total of 82 cases of carcinoma of the pancreas or ampulla of Vater 
have been recorded at the University of Kansas Hospitals during a twenty- 
five year period; 59 were admitted during the last ten years. Sixty-nine are 
known to be dead and 13 have been untraced; 39 died in the hospital. There 
were 30 palliative and 19 exploratory operations. Of the 9 who had 
pancreaticoduodenectomies performed, 2 died postoperatively. A pancre- 
aticoenterostomy was further performed on 6 of these 9 patients and 1 of the 
6 is alive twenty-four months after the second procedure. The 7 who sur- 
vived the operation lived from nine to thirty-three months, including the 
patient who is alive twenty-four months after the secondary procedure. The 
results of the radical operation offer some hope that a small percentage of 
cures may be obtained if a diagnosis is made early. The operative mortality 
for the palliative procedure was 43.3 per cent and for the exploratory one 
52.6 per cent. 

The plan for pancreaticoduodenectomy should include: (1) anasto- 
mosis of the common bile duct instead of the gallbladder to the intestine to 
insure adequate flow of bile and to minimize the danger of biliary fistula; 
(2) anastomosis of the common duct and pancreas to the intestine proximal 
to the gastro-intestinal anastomosis to prevent ascending infections in the 
liver and pancreas, and to shunt the intestinal stream so that it will not flow 
past the anastomosis; (3) reduction of the number of anastomoses to con- 
serve operative time. If a two-stage operation is necessary it is advisable to 
use the gallbladder for anastomosis to the stomach or duodenum and at the 
second operation to detach such an anastomosis and substitute a choledo- 
choenterostomy. 30 references. 5 tables. 1 figure. 


Chronic Relapsing Pancreatitis. 


Mandred W. Comfort, Earl EF. Gambill and Archie H. Baggenstross, 
Mayo Clinic, Rochester, Minn. Gastroenterology 6:376-408, May 1946. 
The analysis of 29 cases of chronic relapsing pancreatitis showed: (1) 
that the disease is characterized by intermittent acute attacks followed by 
periods of latency; (2) that the disease in its early or latent stages is not 
demonstrable in the light of pathologic physiologic changes shown by physi- 
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cal or laboratory examination done by a clinician, whereas pathologic changes 
in the pancreas itself may be demonstrable by surgical or pathologic ex- 
amination; (3) that the disease presents a clinical picture of its effect not 
only on the pancreas itself but on the adjacent organs as well; (4) that the 
disease brings about a variety of pathologic changes ranging from edema to 
necrosis or chronic destruction of the pancreatic parenchyma resulting ir 
fibrosis. 

Treatment should be surgical, first conservative, such as draining of the 
biliary tract or of a pancreatic cyst, and pancreatolithotomy or gastroenteros- 
tomy in cases of intestinal obstruction. In severe, persistently unrelieved 
cases in which conservative methods have failed, partial or total pancreatec- 
tomy may be necessary. Diet, the administration of insulin and pancreatin 
for control of diabetes and steatorrhea, pain relieving drugs, and the treat- 
ment of shock when it appears, are the most important medical steps to be 
taken in combating this disease. 17 references. 2 tables. 


Islet-Cell Tumor of the Pancreas with Hyperinsulinism: A Report of 
Six Cases. 


Alexander Marble and Leland 8S. McKittrick, New England Dea- 
coness and Massachusetts General Hospitals, Boston, Mass. New England 
J. Med. 235:637-43, Oct. 31, 1946. 


Six cases of islet cell tumor of the pancreas are reported in which the 
chief symptoms were weakness, dizziness and drowsiness with mental con- 
fusion and bizarre behavior; at times stupor or complete loss of conscious- 
ness occurred. These symptoms were intensified if food was withheld for 
more than a few hours; physical exercise also increased the severity and 
hastened the onset of attacks. Taking of food or glucose gave prompt re- 
lief. In these cases the fasting blood sugar was always low—below 50 mg. 
per 100 cc. When such symptoms are present the presence of an islet-cell 
tumor must be presumed unless some other cause for the marked hypogly- 
cemia can be established. The glucose-tolerance test is of value in diag- 
nosis only if carried out for four to six hours. The characteristically low 
fasting blood sugar (below 50 mg. and often below 40 mg. per 100 cc.) 
may be followed by a normal rise in blood sugar after the administration of 
glucose or the curve may be of the diabetic type; after three hours, how- 
ever, the blood sugar may fall to a low level (in 5 of the authors’ 6 cases to 
approximately 40 mg. per 100 cc.) and shows no tendency to rise spontane- 
ously in the fourth to the sixth hour. 

When a probable diagnosis of islet cell tumor has been made surgical 
exploration is justified. In the 6 cases reported, the tumor was found in the 
head of the pancreas in 4 cases, in the body in 1, and in the tail in 1 case. 
In 5 cases the tumor was an adenoma, in | case, a carcinoma of the mixed- 
cell type, with multiple metastatic nodules in the liver; the carcinoma was 
the only tumor found in the tail of the pancreas in this series. The tumors 
in all these cases were small, about | to 2 cm. in diameter; in the case of the 
carcinoma some of the metastatic nodules in the liver were larger than the 
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rimary tumor. In 4 of the 5 cases of adenoma in which enough tissue was 
available for satisfactory examination, the capsule of the tumor was found 
to be incomplete in every case; in 1 case questionable invasion of blood ves- 
sels was recorded. The possibility that islet-cell adenomas may ultimately 
show malignant changes, justifies their removal as soon as the diagnosis is 
made. Operation is indicated also because of the possibility of damage to 
the central nervous system by repeated attacks of hypoglycemia. 

The patient with carcinoma died seven weeks after operation. The 5 
patients with benign adenoma have been completely relieved of symptoms 
for four to seven years after the surgical removal of the tumor. 14 refer- 
ences. 3 tables. 


Massive Pancreatic Hemorrhage: Case Report. 
R. H. Meade, Jr., Chicago, Ill. Ann. Surg. 124:363-66, August 1946. 


A case is reported of a 55 year old man who survived massive hemor- 
rhage of the pancreas, with only slight residual disturbance of the islet 
activity. Symptoms were vomiting and severe upper abdominal pain. Ten- 
derness was most marked in left upper quadrant and flank. WBC was 
16,000, 94 per cent polymorphonuclears, half unsegmented. Traces of ace- 
tone and albumin and hyaline casts, but no sugar, was found in urine. Op- 
eration, performed because of uncertainty of diagnosis, revealed dark blood 
and a large hematoma 8 times the normal size of the pancreas. Cholecys- 
tostomy, performed to allow fullest decompression of the biliary tract, is in 
retrospect of dubious value. Blood sugar was 322 mg. the day after opera- 
tion, but fell thereafter so that insulin could be discontinued after two 
months. The only limitation in management during eight postoperative 
years has been the need for diet regulation to maintain normal blood sugar. 
Operative intervention probably played no role in recovery. 1 reference. 
1 table. 
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37. Spleen 


Splenosis: Intraperitoneal Transplants Following Traumatic Rupture 
of the Spleen. 


G. H. Bunch and C. G. Spivey, Columbia, 8. C. Am. J. Surg. 71: 
542-45, April 1946. 


Buchbinder and Lipkoff have suggested splenosis as a descriptive 
name for intraperitoneal transplants following traumatic rupture of the 
spleen. Von Stubenrauch in 1912 was the first to identify splenic nodules 
found over the peritoneum after traumatic rupture of the spleen as being 
autografts. 

In experimental animals splenic tissue may be transplanted readily. 
Accessory spleens, with rare exception, are few in number and are located 
within or about the splenic region in the left upper abdomen. Accessory 
spleens are not rare. Jolly found the autopsy incidence in children under 7 
to be 25 per cent and Sassuchin in those under 10 years to be 15 per cent. 
Congenital anomalies are apt to be multiple and the increased autopsy inci- 
dence of accessory spleens in young children may be due to a greater mor- 
tality rate in them from associated developmental errors. Severe trauma may 
cause immediate rupture of the spleen with tearing of the capsule and intra- 
peritoneal hemorrhage. Oneill and Rousseau describe three types of bleed- 
ing occurring after traumatic injury to the spleen: (1) extensive rupture 
with immediate massive hemorrhage; (2) small lacerations which ooze 
blood slowly over a period of hours or days; (3) delayed splenic rupture. 
Splenectomy is the only effective treatment. After abdominal injury pain 
referred to the left shoulder, possibly due to irritation of the phrenic nerve, 
suggests but is not pathognomonic of splenic rupture. Babcock states that 
hemorrhage into the abdominal cavity from injuries to the spleen may be 
partly, temporarily or permanently arrested by adhesion of coagula or 
omentum over the splenic wound (tamponade). If we accept the validity 
of this, one cannot be sure that many of the so-called accessory spleens are 
not transplants. 

In a review of 25,000 necropsies McCartney found no case of healed 
splenic hematoma, and Roettig e¢ a/ say that such a spontaneous cure rarely 
if ever occurs. Infarction of the spleen is not rare. 19 references. 1 figure. 





Cavernous Hemangioma of the Spleen. 


E.. H. Stewart, Jr., School of Medicine, University of Maryland, Balt- 
more, Md. Am. J. Surg. 71:536-38, April 1946. 

Virchow in 1846 reported the first case of hemangioma of the spleen. 
Since then, little information has been contributed. The pathogenesis of 
benign hemangioma is still undetermined. The incidence of benign heman- 
gioma of the spleen is approximately 0.1 per cent. The author reports a 
case of ruptured cavernous hemangioma of the spleen. It was mistakenly 
diagnosed as acute appendicitis and was successfully treated by splenectomy. 
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The patient was a white boy, aged 16, admitted to hospital because of gen- 
eralized abdominal cramps of twenty-four hours’ duration. There was no 
history of nausea or vomiting. Three weeks prior to admission he was hit 
by an automobile. He sustained abrasions of the left shoulder but this did 
not prevent him from working. 

The patient was first seen with a temperature of 101 F., respirations 
24, pulse 110, and blood pressure 120/80. The white blood cell count was 
19,000. The urine was normal. Examination of the chest revealed dull- 
ness at the left base. The left diaphragm seemed fixed. Roentgenogram of 
the chest revealed no positive findings. Severe pain and tenderness through- 
out the entire abdomen were noted but the tenderness was more marked in 
the left upper and right lower quadrants. Some rigidity with moderate 
muscle spasm was present. A tentative diagnosis of acute appendicitis with 
early spreading peritonitis was made. 

Under spinal anesthesia the peritoneum was opened through a 
McBurney incision. The abdomen was found to contain a large amount of 
bright red blood. The McBurney incision was immediately closed and a left 
upper paramedian incision was made. Numerous small blood clots were 
seen floating in a pool of blood, approximately 750 cc. Upon palpation of 
the spleen, a large rent in the superior pole was found. Several large blood 
clots were adherent to the left diaphragm. The free blood was evacuated. 
The liver, stomach and duodenum were found to be normal. Splenectomy 
was performed without drainage. The postoperative course was uneventful 


and the patient left the hospital sixteen days after operation. 10 references. 
2 figures. 


38. Genitourinary Surgery 


Diverticula of the Prostate. 


Ernest Hock, Binghamton, N. Y. J. Urol. 56:353-67, September 
1946. 


The history of a patient with a prostatic diverticulum is often as fol- 
lows: gonorrhea ten to twenty years previously, cured after a few months 
treatment; after an upper respiratory infection, frequent and painful 
micturition and pain in the perineum are present; under sulfonamide drugs 
the symptoms disappear but recur when the drug is discontinued; diverticula 
develop into the latent stage of infection of the prostate. 

Diagnosis of diverticula is made only by roentgen ray or urethroscopic 
examinations. Roentgen films should be made in at least two projections. 

Cure can be obtained only by opening the diverticula and adequate 
drainage. One method is by open operation, transvesical or perineal. A 
simpler method is transurethral incision of the cavity (Heitz-Boyer’s tech- 
nic). The tissue surrounding the opening is electrocoagulated. This pro- 
cedure is repeated at two to four week intervals until the cavity is wide open. 

The author reports 9 cases of chronic diverticular prostatitis with 
successful treatment. 18 references. 4 figures. 
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The Use of a Fibrinogen Coagulum in Pyelolithotomy. 


John E. Dees, Duke heap School of Medicine and Duke Hos- 
pital, Durham, N.C. J. Urol. 56:271-83, September 1946. 


Fifty-six per cent of incomplete removal of stones at operation based 
on postoperative roentgen rays have been reported. 

Irrigation of the renal pelvis and routine roentgenogram or fluoroscopy 
at the operating table are valuable but are not infallible. To insure the com- 
plete removal of all free stones from the renal pelvis, a new technic is de- 
scribed which reduces the trauma to the kidney. A solution of human 
fibrinogen and thrombin is injected into the pelvis, filling it completely. 
Advantages of this technic are: (1) a firm coagulum forms a mold of the 
entire pelvic cavity; (2) all free stones are incorporated within this clot; 
(3) fragmentation of calculi during removal is avoided; (4) trauma to the 
kidney is reduced; (5) complete mobilization of the kidney is unnecessary 
as access to the pelvis provides adequate exposure. 

The steps in the procedure are: (1) the lumen of the ureter-pelvic 
junction is occluded by tape to prevent coagulum escaping down the ureter; 
(2) a + mm. incision is made into the pelvis; (3) a 12F urethral catheter is 
introduced into the pelvis; (4) urine is aspirated and then saline is injected 
and aspirated; (5) if considerable infection is present, the pelvis is lavaged 
with 0.1 per cent Aerosol; (6) the pelvis is then lavaged with fibrinogen 
and aspirated; (7) fibrinogen is then injected and simultaneously 2 per cent 
clotting globulin is injected through the wall of the catheter by a small Luer 
syringe and needle. After four minutes, the usual pyelotomy incision is 
made and the coagulum is withdrawn with all free stones enmeshed. 

In 41 cases, the results were perfect in 28, partially satisfactory in 6, 
and failure in 2. Five additional failures were caused by leaking of the solu- 
tion before vie St occurred. 9 figures. 


Cancer of the Prostate (An Eleven Year Survey at the Toronto Gen- 
eral Hospital). 


Robin Pearse and Ernest G. Meyer, Toronto General Hospital, 
Toronto, Ont., Canada. Canad. M. A. J. 55:441-45, November 1946. 


From 1935 to 1945, inclusive, 310 men with carcinoma of the prostate 
were admitted to the Toronto General Hospital and submitted to various 
operative procedures. Cancer of the prostate ranked third in frequency 
among men; it was only surpassed by cancer of the skin and gastro-intestinal 
tract. 

Perineal prostatovesiculectomy offers reasonable hope of curing early 
cases. In advanced instances estrogen therapy is the best present palliative 
treatment. Transurethral resection should be performed when obstruction 
is a complicating factor. 

Permanent suprapubic cystotomy, rarely done now, resulted in 45 per 
cent one year survivals and 15 per cent two year survivals. For partial 
suprapubic the respective survivals were 77 and 51 per cent, for trans- 
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urethral resection 70 and 44 per cent, for transurethral resection and 
orchidectomy 70 and 50 per cent, for orchidectomy 60 and 50 per cent, for 
perineal subtotal prostatectomy 56 and 42 per cent and for perineal total 
prostatovesiculectomy 60 and 36 per cent. A few patients undergoing the 
latter two procedures have survived for three or four years. 2 references. 
6 figures. 10 graphs. 


Hydronephrosis. IV. The Surgical Treatment. 


Frank Hinman, San Francisco, Calif. Surgery 20:337-59, September 
1946. 


Diagnosis is most important in the treatment of hydronephrosis as 
surgery offers the only cure. Decision concerning the type of surgery to be 
employed varies with the condition present and is at times quite difficult. 
The choice varies with the location, degree and complications of the hydro- 
nephrosis and the location, nature and complications of the obstruction. 
There are two types of this condition, an insular hydronephrosis of pure 
ureteropelvic origin and a similar pathologic condition caused by obstruction 
and changes below the ureteropelvic junction. Choice of operation lies 
between a plastic repair of the obstruction and nephrectomy. It is considered 
unwise to attempt repair of a kidney which would never be capable of func- 
tioning adequately alone in case of loss of the other kidney. If the opposite 
kidney is normal, repair of an uninfected hydronephrotic kidney is recom- 
mended when it can be shown to be capable of functioning about one-fourth 
to one-fifth of normal and the renal parenchyma is capable of hypertrophy 
if necessary. This rule, however, varies provortionately with damage to 
the other kidney. In a bilateral hydronephrosis, the worst kidney should 
be repaired first and the second operation not necessarily delayed because 
postoperative renal insufficiency will be less and the results are better for 
both kidneys. In a bilateral ureteropelvic hydronephrosis, nephrectomy 
should only be performed on a kidney which is absolutely useless. 

Removal of the obstruction is the first step in the treatment of a hydro- 
nephrosis resulting from obstruction below the ureteropelvic junction. 
Various types of operation depending upon the type of obstruction are per- 
formed for this condition. Many are thoroughly illustrated and discussed. 
Secondary changes of back pressure in the bladder and ureter, such as a 
diverticulum or tortuous ureter, occasionally require surgical correction of 
the obstruction. A plastic operation on hydro-ureters is only done when 
there is an adequate renal reserve and likelihood of controlling urinary in- 
fection. 19 references. 1 table. 23 figures. 


Neoplasms of the Testis. 

Oscar Auerback (Lt., M.C., U.S.N.), Osborne A. Brines (Capt., M.C., 
U.S.N.R.) and Asher Yagude (Comdr., M.C., U.S.N.R.), U.S. Naval 
Hospital, Brooklyn, N. Y. J. Urol. 56:368-74, September 1946. 

Twenty-six autopsied cases of testicular tumors are classified histo- 
logically as: (1) teratomas (a) adult type, (b) undifferentiated; (2) em- 
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bryonal adenocarcinoma; (3) embryonal carcinoma. Treatment consisted 
of simple orchidectomy followed by deep roentgen ray therapy to the meta- 
static areas which in order of prevalence are the retroperitoneal lymph 
nodes, lungs, mediastinal lymph nodes, and liver. 

The authors note no evidence of direct extension along the spermatic 
cord and inguinal regions. This is of interest as many advocate the radical 
orchidectomy with removal of the spermatic cord. At the level of the celiac 
plexis lying on the vertebral column there were usually involved confluent 
lymph nodes. Other tumor masses encircle the aorta and vena cava. The 
average duration of life following treatment was eleven months, and no 
patient lived more than twenty-two months. The liver was the site of 
metastasis in 69.2 per cent, the mediastinum in 80 per cent, and the lungs 
in 84.5 percent. Trauma did not appear to be an important etiologic factor. 
8 references. 3 figures. 


Instrumental Perforation of the Ureter. 


Frederick 8. Howard, University of California Medical School, San 
Francisco, Calif. J. Urol. 56:319-31, September 1946. 

Perforation of a ureter should not produce extravasation unless the rent 
is large enough to offer less resistance to urine than the natural passage. 
The ureteral musculature tends to close the opening. If sufficient pressure 
or obstruction is present distal to the perforation, the intraureteral pressure 
will keep the rent open and extravasation follows. Ureters with stricture, 
thinned out by calculus or weakened by infection are more vulnerable than 
normal. 

Three out of 8 cases of perforation reported developed extravasation. 
Once extravasation develops surgery is indicated; otherwise a very serious 
state of affairs develops. Most patients recover without surgery and are 
nearly well in twenty-four hours if no complicating condition exists which 
keeps the rent opened. 

Surgical judgment is required whether to drain or not depending on 
the extent of ureteral injury, obstruction, the presence of a mass, or local 
edema. Each patient presents his own particular problem. Instrumental 
perforation calls for observation rather than immediate surgery but the 
persistence of untoward signs demands surgical intervention. 4 references. 


8 figures. 


Benign Prostatic Obstruction: A Comparison of Results Following 
Suprapubic, Transurethral, and Perineal Operative Procedures. 


Daniel R. Higbee, Denver, Colo. J. Urol. 56:83-96, July 1946. 


A comparison of results utilizing the three available procedures, supra- 
pubic, transurethral, and perineal, for the removal of benign prostatic 
obstruction is made. The mortality for the suprapubic was 5 per cent, 
transurethral 4 per cent and for the perineal 3 per cent. In the writer’s 
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hands, the suprapubic procedure was associated with more risk and longer 
hospitalization than with the other procedures. 

Complications including incontinence, pyuria, nocturia, residual urine, 
and stricture formation were present in 28 per cent of the suprapubic opera- 
tions, 8 per cent of the transurethral, and in 12 per cent of the perineal. 
The sexual function was disturbed least by the transurethral, and most by 
the perineal route. 

The end results are excellent with either of the methods of open sur- 


gery, but not as permanent or as complete following transurethral resection. 
8 tables. 


The Use of Alloy Stainless Steel Wire in Closing Urological Wounds. 


Norborne B. Powell, Baylor University College of Medicine, Houston, 
Texas. J. Urol. 56:35-45, July 1946. 


Alloy stainless steel wire is ideal for closure of urologic wounds be- 
cause it produces quick healing, minimum tissue reaction and good functional 
results. It has high tensile strength per unit of diameter, absence of capil- 
lary action, malleability and resistance to all body fluids. It is inexpensive 
and is easily sterilized. Its disadvantages include kinking and its ends tend 
to prick the surgeon’s fingers through the gloves. It lacks elasticity and 
cannot be used to suture renal parenchyma, ureter or the bladder wall. 
Number 28 gauge wire is used exclusively. Through and through stay 
sutures are all placed before any are tied. Interrupted “dermal” sutures 
are used to approximate skin edge when needed. Alloy stainless steel wire 
has been used in general surgery, gynecologic and proctologic surgery 
with excellent results. Thirty-seven urologic cases with the use of this 
wire were successful. 23 references. 1 table. 4 figures. 


Fibroma of the Scrotum. 


Herman L. Kretschmer, Presbyterian Hospital of Chicago, Chicago, 
Ill. J. A. M. A. 132:143-44, Sept. 21, 1946. 


A rare case of fibroma of the scrotum is reported. Review of the 
literature shows only 2 cases previously reported. This patient had a small, 
hard and painless nodule on the scrotum for twenty-five years. It slowly 
increased in size over ten years until it was about the size of a chestnut. The 
prostate was enlarged and the blood pressure 200/80. All other examina- 
tions were negative. The mass was very hard and attached only to the 
scrotum. Pathologic examination of the excised tumor showed it to be a 
slowly growing nonencapsulated fibroma. 2 references. 
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The Bladder Biopsy: An Evaluation of the Cystoscopic Procedure. 


M. M. Melicow, Columbia-Presbyterian Medical Center, New York, 
N.Y. J. Urol. 56:339-48, September 1946. 


Five factors are important in evaluating a bladder biopsy: (1) the in- 
herent character and behavior of vesical neoplasms; (2) the development of 
instruments; e.g., cystoscope, to facilitate greater accessibility; (3) the ex- 
perience of the operator; (4) the ability of the laboratory technician; (5) 
the diagnostic experience of the pathologist. “No cancer is better than its 
worst part.” Therefore the biopsy should represent the entire cell popula- 
tion of the tumor, the extent of infiltration and the degree of activity. A 
biopsy may not represent the most significant part of the tumor. It cannot 
reveal whether the tumor has grown through the bladder wall. Only by 
operative procedure can an extra-mural involvement be determined. 

Biopsies may fail because the piece removed was too small; the speci- 
men was taken from an adjacent rather than the affected area; the neoplasm 
may resist the forceps bite yielding overlying epithelium only; or cautery 
may distort or cause the specimen to simulate a malignancy. 

Emphasis in malignancy is placed on whether the barriers have been 
broken by the tumor, on the extent of mural involvement, and whether 
penetration has occurred. 

The correct interpretation of a bladder biopsy is dependent on the 
coordination of the urologist, technician and pathologist. 5 figures. 


A New Bladder Evacuator. 


Lloyd J. Kennedy and Philip M. Cornwell, University of Wisconsin 
Medical School, Madison, Wis. J. Urol. 56:349-52, September 1946. 


A new bladder evacuator that has a powerful evacuating action is 
described with illustrations. Its working parts are simple and the glass 
container is a quart “Ball” canning jar. A heavy brass top has firm fittings 
for the outer end of the McCarthy Resectoscope or panendoscope. The 
instrument is sterilized by boiling. 

After the bladder is emptied through the resectoscope sheath the 
evacuator is connected to the sheath and water is forced into the bladder and 
sucked out by compressing or releasing an attached rubber bulb. Foreign 
material is prevented from returning to the bladder by a simple filtering 
mechanism. 

This evacuator can be obtained from V. Mueller, Chicago, Illinois. 3 
figures. 


Urinary Extravasation: A Study of Sixty Cases. 


William S. Howland, Emory University, Grady Hospital, Atlanta, 
Ga. J. Urol. 56:387-91, September 1946. 

The etiology in 49 of the 60 cases studied was urethral stricture. The 
remainder were caused by urethral stone, instrumentation, and external 
trauma. 
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Periurethral abscess occurred in 29 of the 60 cases. It has a gradual 
onset of perineal swelling, very tender, nonfluctant, and is well localized. 
Urinary extravasation occurring in 31 of the 60 cases, presented marked 
scrotal penile swelling, and swelling in the anterior abdominal wall. Little 
or no tenderness is present but the skin pits easily. Discharging sinuses 
form later in extravasation. The patient is sicker with extravasation and 
jaundice may be present. It is frequently mistaken for perianal abscess, 
epididymitis, and obstructive phimosis. Edema from congestive failure has 
been called extravasation. Nineteen of the cases showed streptococcus and 
19 showed staphylococcus, while 4 showed F. colli. 

Immediate drainage and diversion of the urinary stream is the treat- 
ment. This is done by suprapubic cystostomy and multiple incisions and 
drainage. Sulfonamides are administered immediately if the patient has 
a high fever. Postoperative treatment consists of transfusions, vitamins, 
and adequate fluids. Sitz baths twice daily are started as soon as possible. 
The suprapubic tube remains in place for a month before sounding is begun. 
After the urethra is dilated to 24F, the tube is removed and the suprapubic 
sinus allowed to close. Sounding is: repeated weekly for three months and 
then at least four times a year. Mortality is 6 per cent in this series as 
compared to reported rates of 50 per cent or more. This reduction is 
attributed to the use of sulfonamides, penicillin, and blood transfusions. 5 
references. 3 tables. 1 figure. 
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Wartime Urology in the Navy. Pasueks P. ‘T'winem (Capt., M.C., U.S.N.R.), New 
York, N. Y. J. Urol. 56:757-60, December 1946. 

Wilms’ Tumor in a Horseshoe Kidney. E. J. McGinn and J. M. Wickham, Marsh- 
field Clinic, Marshfield, Wis. J. Urol. 56:520-24, November 1946. 
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39. Gynecologic Surgery 


Treatment of Uterine Prolapse and Herniations into the Vaginal Vault 
by the “Composite” Procedure. 


Robert C. Austin, Dayton, Ohio. Surg., Gynec. & Obst. 83:725-36, 
December 1946. 


There is no ideal operation for uterine prolapse and accompanying 
herniations into the vaginal vault. A flexible procedure that can be suited 
to many cases is advantageous. Eighty-four cases treated with “composite” 
operations are reported. Anatomically, the endopelvic fascia is dependent 
for its medial anchorage on the integrity of the pelvic and urogenital dia- 
phragms. Their damage necessitates repair, and in the “composite” opera- 
tion, use is made of the vaginal approach. If the cervix is diseased, all but 
the stump can be removed. Either a fundectomy or a supracervical hyster- 
ectomy can be performed. The uterosacral ligaments are coapted, and the 
pubococcygeus muscles are united in the midline. The shock of the opera- 
tion is not great; thus, it is applicable to the older age group. Postopera- 
tive results have been good. A self-retaining catheter is employed post- 
operatively, and removed as soon as possible. Early mobilization of the 
patients is practiced. 

| One editor does not favor this technic.—Eb. | 


Endometriosis: Two Hundred Cases Considered from the Viewpoint 
of the Practitioner. 


John Fallon, James T. Brosnan and William G. Moran, Fallon Clinic, 
Worcester, Mass. New England J. Med. 235:669-73, Nov. 7, 1946. 


The frequency of endometriosis is not generally appreciated. During 
a test period at the Fallon Clinic, 107 cases of endometriosis, in which the 
diagnosis was established by microscopic examination occurred and only 78 
cases of acute appendicitis in female patients. Endometriosis occurs most 
frequently in women of childbearing age who are not having children; in 
the authors’ series of 200 cases of external endometriosis (outside the uterine 
cavity ), over two-thirds of the patients had never had a child, and only 14 
had been pregnant within five years. 

The characteristic symptom of endometriosis (if it causes any symp- 
toms) is dysmenorrhea of progressively increasing severity. The pain is 
not usually of the type of uterine cramp, rather an ache in the left lower 
quadrant, an acute stab near the appendix, soreness in the rectum, or dis- 
comfort in the back. It may be localized or may radiate to the sacrum or 
thigh. It is typically associated with the menstrual periods, but as the con- 
dition becomes more severe, it may persist through the cycle, showing ex- 
acerbations at the time of the menstrual periods. Before the significance of 
dysmenorrhea of constantly increasing severity was recognized only 20 per 
cent of cases of endometriosis at the Clinic were correctly diagnosed before 
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operation; since its significance has been recognized, 70 per cent of cases 
have been correctly diagnosed before operation. The majority of those not 
so diagnosed were either painless ovarian endometriomas, or early endo- 
metriosis discovered during operation for some other condition. The path- 
ognomonic sign of endometriosis is the characteristic feel of the hard, fixed 
invading nodule on pelvic examination, preferably simultaneous vaginal 
and rectal examination. But nodules are not always palpable. In the au- 
thors’ series pelvic examination contributed to correct preoperative diag- 
nosis in a little less than half the cases in which such diagnosis was made. 

Castration is a true specific treatment for endometriosis. In younger 
women castration may be avoided if diagnosis is made early enough to per- 
mit excision of all the nodules; whenever complete excision is possible, it 
should be done even if the operation is longer and involves more risk than 
the operation of castration. Even with improvement in early diagnosis and 
the increasing tendency to resect more difficult lesions, the proportion of 
cases in which castration has been necessary has not been significantly lessen- 
ing at the Clinic. In the first 100 cases in the series reported, 52 patients 
were castrated, and in the last 100 cases, 45 were castrated. 12 references. 
3 figures. 


REFERENCES TO CURRENT ARTICLES 

Acute Surgical Lesions of the Pelvis. W. A. Coventry, Duluth, Minn. Am. J. Surg. 
72:800-801, December 1946. 

An Operative Procedure for the Repair of the Urethrodiverticulo-Vaginal Fistula. 
W. W. Scott and Ward J. Ekas. University of Rochester School of Medicine 
and Dentistry, Rochester, N. Y. Surgery 20:645-55, November 1946. 

A Suggested Pyrex Form for Support of Skin Grafts in the Construction of an Arti- 


ficial Vagina. Neal Owens, New Orleans, La. Plast. & Reconstruct. Surg. 1: 
350- 59, November 1946. 


Cotton Sutures in Vaginal Plastic Operations about the Bladder and Urethra. Conrad 
G. Collins, Tulane University School of Medicine, New Orleans, La. S. Clin. 
North America 26:1221-29, October 1946. 

Pathology and Physiology of Struma Ovarii. Frederick Goethe Smith, Ohio State 
University College of Medicine. Columbus, Ohio. Arch. Surg. 53:603-26, De- 
cember 1946. 

Solid Teratome of the Ovary. Jean Fraser Campbell, London, Ont., Canada. 
Canad. M. A. J. 55:377-79, October 1946. 

The Early Recognition of Uterine Cancer. W. G. Cosbie, Toronto, Ont., Canada. 
Canad. M. A. J. 55:237-40, September 1946. 

The Problem of Stress Incontinence and Its Surgical Relief. W. E. Studdiford, 
Columbia University and The Sloane Hospital for Women, New York, N. Y. 
Surg., Gynec. & Obst. 83:742-50, December 1946. 

Unnecessary Abdominal Operations for Pathologic Lesions of the Genitourinary 
Tract. Mims Gage and J. B. Floyd, Jr., Tulane University School of Medicine 
and Ochsner Clinic, New Orleans, La. §. Clin. North America 26:1247-56, 
October 1946. 

Vaginoplasty. Robert M. Toll, Coney Island Hospital, Brooklyn, N. Y. Am. J. 
Surg. 72:742-43, November 1946. 
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40. Vascular Surgery 


REFERENCES TO CURRENT ARTICLES 
Arteriovenous Aneurysm of the Vertebral Vessels. Report of Ten Cases. Daniel C. 


Elkin and M. H. Harris, Emory University, Atlanta, Ga. Ann. Surg. 124:934-51, 
November 1946. 

Arteriovenous Fistulas of the Cervical Portion of the Vertebral Vessels. Harris B. 
Shumacker, Jr. (Lt. Col., M.C., A.U.S.), Mayo General Hospital, Galesburg, III. 
Surg., Gynec. & Obst. 83 :625-30, November 1946. 

Roentgenologic Kymographic Studies of the Heart in the Presence of an Arteriovenous 
Fistula and Their Interpretation. Emile Holman, San Francisco, Calif. Ann. 
Surg. 124:920-33, November 1946. 

Vascular Injuries in War. Bert Bradford, Jr., Charleston, W. Va., and M. J. Moore, 
New York, N. Y. Surg., Gynec. & Obst. 83:667-73, November 1946. 

Vascular Trauma. Ely Elliott Lazarus, New York, N. Y. Am. J. Surg. 72:562- 

68, October 1946. 


41. Arteries 


The Role of the Microscopic Arteries, Especially the Capillaries, in the 
Development of a Collateral Circulation (Die Rolle der mikroskopischen 
Arterien, speziell der Kapillaren, bet der Entwicklung eines Kollateralkreis- 
laufs ). 

Thore Olovson. Acta chir. Scandinav. 92:33-38, Fasc. 4, 1945. 


The femoral artery was ligated on one side in rabbits, and after two 
weeks the animals were killed. Sections of corresponding muscles were 
removed on both the side of the ligation and the other leg. These sections 
were frozen, dehydrated and dried and then stained by the method of 
Sjéstrand (1934), and the number of capillaries per unit of tissue deter- 
mined by means of the stained blood corpuscles remaining in them. 

By this method of counting, there was no real provable excess of 
capillaries on the side of the ligation, and the author infers from this that 
the capillaries do not take part in the compensatory development of the 
other vessels of the region in the process of forming a collateral circulation. 
14 references. 1 table. 


Actual Position of the Matas Operation in Arterial Aneurisms of Limbs. 
With Reference to a Patient of the Author’s. (Position actuelle de lopéra- 
tion de Matas dans les anevrysmes artériels de membres. A propos d’un cas 
personnel. ) 


A. Morel, Lyons, France. Progrés méd. No. 18, 387-89, Sept. 24, 
1946. 


A man, 72 years of age, developed a swelling of the bottom part of the 
right thigh. The case was diagnosed as arterial aneurysm of the end of the 
femur. Classic incision of the skin gave access to the aneurysm, which was 
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very large. The arterial trunk was isolated and the pocket wall incised 
along 8 to 10 cm., while an assistant compressed the femoral diaphysis 
(using his left hand). The pocket was cleaned of blood clots and calcified 
deposits. The incision was widened, the orifice of the artery was found and 
obliterated by making X stitches (catgut), using a semicircular needle. On 
further compression the blood-jet was reduced to a thin stream and it was 
possible to obliterate a collateral artery in the same manner. The latter 
entered the posterior wall of the pocket. The orifice of the artery at the 
other end of the pocket was likewise found and obliterated by similar 
sutures. The walls of the pocket were pulled together and sutured, grad- 
ually closing the cavity. Complete recovery followed. 

The above proves that the method of Matas, 1.e., extirpation of the 
aneurysm (in simple cases such as this) is the best possible procedure, since 
arterial continuity is reéstablished. Bibliography. 


Traumatic Aneurysms: A Study of Forty-three Cases in An Overseas 
General Hospital. 


Hollis L. Albright (Lt. Col., M.C., A.U.S.), and Laurence A. Van 
Hale (Major, M.C., A.U.S.). Surgery 20:452-77, October 1946. 

Observations on the management and immediate results of surgery 
upon 43 patients having traumatic arterial and arteriovenous aneurysms as 
the result of gunshot wounds are reported. A series of 4 patients illustrat- 
ing some of the complications of this condition are presented. In uncom- 
plicated cases, operation is delayed four to six weeks in arterial aneurysm 
and two to four months in arteriovenous aneurysm to permit development 
of the collateral circulation. The differential diagnosis is described. Dif- 
ferentiation from abscess is especially important. Severe unremitting pain 
indicates an impending complication such as increased tension or interstitial 
rupture. The importance of early recognition and prompt operation of 
complications is emphasized. Associated nerve injuries were present in 50 
per cent of these cases. 

Preoperative tests of the collateral circulation are important. At oper- 
ation, anatomic exposure of the proximal and distal vessels and nerves is 
preferred and proved superior to direct incision over the aneurysm. The 
vessels are isolated in their normal position and controlled by tapes above 
and below. The sac is then dissected and excised with the injured arterial 
segment and corresponding venous segment whether that is injured or not. 
The collateral circulation is tested by releasing the distal artery and noting 
the retrograde flow. A temporary or permanent sympathetic paravertebral 
block should be done in all doubtful cases to avoid later sympathectomy. 
Ligation of both artery and vein is preferred by most American surgeons. 
The artery is preferably ligated just below one of its tributaries, thus avoid- 
ing a blind arterial sac and sometimes aiding the development of the col- 
lateral circulation. Even the smallest aneurysms should be operated as 
serious complications may otherwise ensue. Secondary amputation may be 
necessary for gangrene. A nonconstricting bandage and heat are applied 
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postoperatively and the hemoglobin is restored to 100 per cent, by trans- 
fusions if necessary. The limb is inspected every few hours for three days 
and paravertebral sympathetic blocks done every eigh. hours or daily if 
there are signs of inadequate circulation. Early ambulation is practiced, the 
patient usually being out of bed on the fifth day. 30 references. 9 tables. 
12 figures. 


Treatment of Extremities Following Sudden Failure of Circulation. 


Gordon Murray, J. S. Simpson and N. A. Watters, University of To- 
ronto and Toronto General Hospital, Toronto, Ont., Canada. Surgery 20: 
315-23, September 1946. 


Improved treatment of extremities following acute failure of the cir- 
culation is discussed. Observations are presented on a series of experiments 
conducted to determine the development of collateral circulation, the effects 
of gravity being especially considered. Keeping the leg dependent instead 
of elevated assists the flow of blood to the part instead of draining it away. 
Some peripheral circulation and consequent oxygen exchange in the tissues 
results. Heat causes increased metabolism and consequent increased oxygen 
need whereas oxygen need is reduced by cooling. Adequate relaxation of 
arterial spasm and vascular dilatation may be obtained by lumbar or peri- 
arterial novocain block as well «us by heat. A series of 4 patients who had 
sudden acute obstruction of the main arterial trunks and were given the 
treatment above outlined had very satisfactory results. 4 references. 3 
tables. 2 figures. 


The Use of Tetraechylammonium in Peripheral Vascular Disease and 
Causalgic States: A New Method for Producing Blockade of the Autonomic 
Ganglia. 


Robert L. Berry, Kenneth N. Campbell, R. H. Lyons, G. K. Moe and 
M. R. Sutler, University of Michigan, Ann Arbor, Mich. Surgery 20: 
525-35, October 1946. 

The diagnostic and therapeutic use of tetraethylammonium bromide in 
about 500 patients with hypertension or peripheral vascular disease and 
allied disorders is discussed and 6 illustrative cases presented. The drug 
was administered intravenously or intramuscularly in 10 per cent solution. 
The int.avenous dose varied from 100 mg. to 500 mg. The intramuscular 
dose was 20 mg. per kilogram of body weight, the maximum dose being 1.0 
to 1.2 Gm., % in each buttock. The technic of administration is described. 
The effects are as good or better than those produced by paravertebral sym- 
pathetic or local nerve block. Ease of administration is a definite advan- 
tage of this drug. The blocking of autonomic ganglia with it gave very 
good results in functional vascular disorders, skin temperatures rising and 
symptoms being ameliorated. A considerable variation in duration of re- 
sponse was evident however. 

Good results were also obtained in the treatment of organic obstruc- 
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tive vascular lesions, exercise tolerance being improved and clinical symp- 
toms subsiding. There was no recurrence of phlebitis in cases of thrombo- 
angiitis obliterans. Nocturnal pain was decreased in peripheral arterio- 
sclerosis obliterans and the pain of causalgia was relieved for longer or 
shorter periods. In thrombophlebitis, the drug relieved vasospasm by 
blocking the autonomic ganglia and caused rapid subsidence of edema. Oc- 
casional complications have been reported but no significant toxic effects 
noted. 

The drug may be used intravenously in outpatient treatment. The 
patient is kept lying down for ten to fifteen minutes after treatment and is 
allowed to sit up, stand and walk about if no dizziness, sy ncope or marked 
hypotension occurs. There is no appreciable visual impairment but the 
patient should not drive an automobile for one or two hours because of im- 
paired accommodation. 15 references. 2 tables. 3 figures. 


REFERENCES TO CURRENT ARTICLES 

A Case of Costoclavicular Compression of the Subclavian a Simulating Arterial 
Aneurysm. Harris B. Shumacker, Jr. (Lt. Col., M.C., A.U.S.), Mayo Gen- 
eral Hospital, Galesburg, Ill. Surgery 20:478-81, October 1946. 

Arterial Injuries in Warfare. Complications and Management. Alexander P. Pres- 
ton (Capt., M.C., U.S.N.R.). Surgery 20:786-803, December 1946. 

Arterial Repair in the Treatment of Aneurysms and Arteriovenous Fistulae. A Re- 
port of Eighteen Successful Restorations. Norman E. Freeman (Lt. Col., M.C., 
A.U.S.), DeWitt General Hospital, Auburn, Calif. Ann. Surg. 124:888-919, 
November 1946. 

Paravertebral Injection of Procaine for Pain Produced by Aortic Aneurysm: Case 
Report. T. B. Rasmussen (Lt. Col., M.C., A.U.S.) and W. J. Farr (Major, 
M.C., A.U.S.), 14th Evacuation Hospital, U.S. Army. J. Neurosurg. 3:267-69, 
May 1946. 


42. Veins 


REFERENCES TO CURRENT ARTICLES 

Clinical Evaluation of Sotradecol, A Sodium Alkyl Sulfate Solution, in the Injection 
Therapy of Varicose Veins. William M. Cooper, New York Polyclinic Medical 
School and Hospital, New York, N. Y. Surg., Cynec. & Obst. 83:647-52, Novem- 
ber 1946. 

Modification of Ochsner and Mahorner Test for Patency of Deep Veins of Calf. 
J. Rashleigh Belcher, St. Thomas’s Hospital, Godalming, Surrey, England. Brit. 
M. J. 4486:988, Dec. 28, 1946. 

Phlebitis of the Lower Extremity and Its Sequelae. Josephus C. Luke, Royal Victoria 
Hospital, Montreal, Que., Canada. Canad. M. A. J. 55:552-57, December 1946. 

Physiologic Considerations in the Care of Patients with Varicose Veins. Eric Ogden, 
Galveston, Tex., and R. Stanton Sherman, San Francisco, Calif. Arch. Surg. 
52:402-20, April 1946. 

Thrombophlebitis of the Deep Veins in Thromboangiitis Obliterans. Jacob W. 
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Kahn (Capt., M.C., A.U.S.), Ashford General Hospital, White Sulphur Springs, 
W. Va. Surg., Gynec. & Obst. 83:449-52, October 1946. 
Venous Thrombosis. Alton Ochsner. ‘Tulane University of Louisiana and Oschner 


Clinic, New Orleans, La. J. A. M. A. 132:827-33, Dec. 7, 1946. 


43. Orthopedic Surgery 


Orthopedic Surgery in the European Theater of Operations. A Brief 
Résumé. 

Mather Cleveland (Col., M.C., A.U.S.). Ann. Surg. 124:188-200, 
August 1946. 


In compound fractures of femur, tibia, and fibula placed in a half-ring 
Thomas splint, adhesive traction rather than a boot strap was used to avoid 
pressure necrosis. The Murray-Jones splint was found dangerous to circu- 
lation. Whole blood was employed in cases of massive hemorrhage. Since 
a peep-hole debridement proved to invite infection, adequate exposure was 
emphasized, with preservation of all bone, even completely detached frag- 
ments, to reduce incidence of nonunion and subsequent bone grafting. 
Dressing with fine-mesh plain gauze was preferred to “packing” with vase- 
lined gauze, and frequent dressings were avoided. Delayed primary clo- 
sure of wounds was the most significant improvement in the care of bone 
and joint casualties. In compound fractures and amputations, chemother- 
apy was routine from the time of primary surgery. Penicillin proved 
preferable to sulfadiazine in most instances, and acted best alone. In am- 
putations, traction was immediately applied to the skin and continuously 
maintained. 1 reference. 1 chart. 


The Use and Abuse of Bed-Rest: Orthopedics. 


Tra O. McLemore, Seattle, Wash. West. J. Surg. 54:330-33, August 
1946. 


The period of bed rest has been shortened in orthopedic practice. The 
most perfect form of rest for a diseased joint is secured by internal fixation, 
either intra-articular or extra-articular in type. Early fixation reduces the 
incidence of severe deformities. 

One of the most common deleterious effects of prolonged bed rest is 
atrophy, not only of bones and joints, but also of muscles and adjacent 
structures including the skin with decubitus ulcers. A fairly common com- 
plication of bed rest is embolism. This does not occur frequently in ortho- 
pedic patients because the part is immobilized early and the patient may be 
turned in bed. In certain types of cases it is impossible to secure early 
immobility because of the severity of the injury, especially one involving 
the spinal cord, multiple fractures of the pelvis, or fractures of the femur. 
In general the cases demanding rest to a large extent are diseases and in- 
juries to the spine, pelvis, hip or femur. 7 references. 
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The Treatment of Paralytic Calcaneus. 


V. Sanchis Olmos, Instituto Nacional de Reeducacion d Invalidos, Ma- 
drid, Spain. J. Bone & Joint Surg. 28:780-86, October 1946. 


In the Putti technic a block is made from the talus to limit dorsiflexion. 
Subtalar arthrodesis will correct the deformity of the heel. End results of 
17 patients are reported. In 7, transplantations of the peronei were done. 
No arthritic changes were noted. Functional results appear to be good. 
Sufficient time has not elapsed for final results to be given. 5 references. 
7 figures. 


The Supracondyloid Process of the Humerus. 


Leonard B. Barnard (Lt. Col., M.C., A.U.S.) and 8. Murray McCoy 
(Major, M.C., A.U.S.). J. Bone & Joint Surg. 28: 845-50, October 1946. 


Pain which radiates from the shoulder to the median-nerve area of the 
hand may be caused by a supracondyloid process of the humerus. Palpation 
and roentgen ray will make the diagnosis. Excision is the method of treat- 
ment. Often, there is present a tendinous band which is attached to the 
medial epicondyle. 16 references. 5 figures. 


Posterior Approach to the Superolateral Region of the Tibia. 


Emanuel B. Kaplan, College of Physicians and Surgeons, Columbia 
University and Hospital for Joint Diseases, New York, N. Y. J. Bone & 
Joint. Surg. 28 :805-808, October 1946. 


A surgical approach is described which is suitable for use in lesions in 
the lateral tuberosity of the tibia or high in the posterolateral aspect of the 
tibia. The posterior approach interferes very little with anatomical struc- 
tures and closes easily. 4 references. 4 figures. 


The Multiple Innervation of Limb Muscles in Man. 


W. Henry Hollinshead and J. E. Markee, Duke University School of 
Medicine, Durham, N.C. J. Bone & Joint Surg. 28:721-31, October 1946. 


In the musculature of the limbs, it was noted that nerve branches en- 
tered the muscles at more than one point. The multiple nerves entering 
the muscles may control contraction of different “segments” along the mus- 
cle. 4 references. 18 figures. 


Active Splinting of the Hand. 


Sterling Bunnell, San Francisco, Calif. J. Bone & Joint Surg. 28:732- 
36, October 1946. 


If only the injured portion of a hand is immobilized, the hand loosens 
up more quickly when an injury has healed. It is possible to over-splint a 
paralyzed hand. Splinting with function in mind gives the best results. 11 
figures. 
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The Conservative Treatment of Congenital Talipes Equinovarus. 


Isidoro Blumenfeld, Nathan Kaplan and Edgar Hicks, State Univer- 
sity of Iowa, Lowa City, Iowa. J. Bone & Joint Surg. 28:765-77, October 
1946. 


Results in treating club feet largely depend on the early institution of 
treatment. Treatment can be carried out by splints, the wedged cast meth- 
od or manipulation under anesthesia. These methods can be used singly 
or together. It is important to maintain correction for a long period of 
time. 15 references. 7 figures. 


A Splint for Treatment of Recurrent Club-Foot. 


Stuart A. Thomson, Hospital for Sick Children, Toronto, Ont., Can- 
ada. J. Bone & Joint Surg. 28:778-79, October 1946. 


A “spring splint” is described that can be used in active treatment of 
club feet in a child of walking age. A lateral single bar below the knee 
brace is connected to a club foot shoe with an adjustable hinge-like appar- 
atus with an intervening spring. The wearing of the splint would tend to 
prevent recurrences. 1 reference. 2 figures. 


Epiphyseal Coxa Valga: Report of Two Cases. 


Alvis D. Finch and William M. Roberts, North Carolina Orthopaedic 
Hospital, Gastonia, N.C. J. Bone & Joint Surg. 28:869-72, October 1946. 


Two cases of epiphyseal coxa valga are reported, one in a 14 year old 
female Negro, and another in a 13 years old female Negro. In both cases, 
the capital femoral epiphyses had slipped with the heads displaced upward, 
laterally and anteriorly. Treatment by forcible internal rotation is contra- 
indicated. Marked internal rotation would increase the displacement and 
favor the development of avascular necrosis. 3 references. 2 figures. 


Unusual Regeneration of Bone in a Child. 


Donald J. Magilligan, Brooklyn, N. Y. J. Bone & Joint Surg. 28 :873- 
76, October 1946. 


A case is reported of a 6 year old girl who had a compound fracture 
with the loss of 3% inches of the right humerus just above the condyles. 
The periosteal tunnel was intact, and a Smith-Petersen nail of vitallium was 
used to bridge the defect. The roentgenograms show that bone regenerated 
around the nail. A normal carrying angle resulted. 4 figures. 
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Tenon and Mortise Grafts for Bridging Metacarpal Defects Due to 
Gunshot Wounds. 


Harry D. Morris (Lt. Col.. M.C., A.U.S.). Surgery 20:364-72, 
September 1946. 


Treatment of metacarpal fractures caused by war wounds is discussed 
and 2 cases successfully treated by the tenon and mortise type of tibial graft 
are presented. Loss of part or all of the metacarpal shaft is frequent in 
these cases. An operation is described for replacement of the lost bone by a 
cortical tibial bone graft as wide as the metacarpal and long enough not only 
to bridge the gap but permit a tenon to project about 1.5 cm. on each 
end. Each tenon end of the graft fits closely into the corresponding medul- 
lary cavity of the remaining metacarpal fragments. This type of graft is 
considerably stronger than the intramedullary peg. 6 references. 9 figures. 


Bilateral Popliteal Hernia: Case Report. 


Allan E. Sachs and Lawrence Rubinstein, Michael Reese Hospital, 
Chicago, Ill. Surgery 20:385-87, September 1946. 


A case of bilateral herniation of the knee joint is reported. Review of 
the literature showed only 1 other such case previously reported. This con- 
dition is a herniation of a cystlike structure through the knee capsule. It is 
caused by trauma, especially when sudden and accompanied by hyperexten- 
sion of the joint. Associated hypertrophic arthritis of the knee is common. 
The knee is swollen posteriorly, walking is painful and there is intermittent 
swelling of the lower leg and ankle. Roentgenograms are negative. Gel- 
atinous fluid can be aspirated from the sac. Recommended treatment is 
excision of the hernia with ligation and closure of the sac followed by suture 
reconstruction of the capsule. 2 references. 1 figure. 


REFERENCES TO CURRENT ARTICLES 
A Protective Wrapping for the Ankle. T. B. Quigley, James Cox and Joseph 
Murphy, Harvard Medical School and Harvard Athletic Association, Boston, 
Mass. J. A. M. A. 132:924, Dec. 14, 1946. 

Cassette Holder for the Hawley Table. Leo A. Green, Metropolitan Hospital, New 
York, N. Y. Am. J. Surg. 72:769-70, November 1946. 

Non-Infectious Iliopectineal Bursitis. Denman C. Hucherson and Frank R. Denman, 
Houston, Texas. Am. J. Surg. 72:576-79, October 1946. 

Novel Method of Digital Traction. Kenneth M. MacLeod, Dartford County Hos- 
pital. Brit. M. J. 4477:614, Oct. 26, 1946. 

Posttraumatic Contractures. A. D. Speranski. Am. Rev. Soviet Med. 4:22-24, Oc- 
tober 1946. 

The Foot Problem as Seen in Soldiers. Adolph A. Schmier (Major, M.C., A.U.S.), 
Northington General Hospital, Tuscaloosa, Ala. Am. J. Surg. 72:668-78, Novem- 
ber 1946. 

The Local Use of Ice After Orthopedic Procedures. Howard J. Schaubel, — 
University School of Medicine, Durham, N. C. Am. J. Surg. 72:711-14, No- 
vember 1946. 
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44. Fractures 


A Simple and Efficient Method of Treatment of Fractures Involving 
the Ankle. 


G. A. P. Hurley, Montreal General Hospital, Montreal, Que., Can- 
ada. Canad. M. A. J. 55:4-11, July 1946. 


First-aid treatment of a fracture involving the ankle consists of im- 
mobilization by means of a pillow splint. The sciatic nerve block is the 
preferred method of anesthesia for reduction in most cases. Morphine 
sulphate, grain 14, and nembutal, grains 3, for the young adult male, or 
morphine sulphate, grain 1/6, without nembutal, for the patient over 50 
years of age, is given thirty minutes preoperatively. The patient is placed 
in the prone position on the operating table in order that the knee of the 
affected side may be bent at a right angle, and the leg easily supported by 
an assistant. This position which is maintained throughout the procedure, 
insures relaxation of the gastrocnemius muscle and permits ready correc-. 
tion of a posterior displacement of the foot by pulling the foot forward on 
the leg and dorsiflexing the ankle with the result that the foot is at a right 
angle to the leg. If the displacement is lateral or medial rather than 
posterior, the ball of the foot is pressed downward, so that the foot is at a 
right angle to the leg, and held in that position by the assistant. The lateral 
or medial displacement is then corrected. 

While the foot is held in the proper position, the plaster of paris cast 
is applied. The plaster covers the leg and foot from the lower border of 
the patella to the tips of the toes on the plantar surface of the foot, and the 
webs of the toes on the dorsal aspect of the foot. First a plaster mold, which 
extends from the upper calf, passes over both malleoli and crosses the sole, is 
built right on the limb. A posterior mold which extends from the upper 
calf to the tips of the toes is then applied. These molds not only strengthen 
the cast but they eliminate the dangef of applying the outer spiral bandage 
too tightly. The molds are permitted to dry before further application of 
plaster. However, while the plaster molds are hardening, widening of the 
joint mortice caused by displacement of the fractured malleoli or diastasis of 
the inferior tibiofibular joint can be corrected by pressure, applied with the 
heels of the hands, from either side on the lateral and medial malleoli. 
Two or four straight spiral bandages (depending on the need for a non- 
walking or walking cast) are used to complete the cast. Firm molding of 
the completed cast is essential in order to secure close apposition around the 
ankle and around the broad upper end of the tibia because the body weight 
is transferred, via the flat heel, to the upper end of the tibia. The absence 
of padding is thought to account for the fact that circulatory impairment 
has not occurred, although the part has been kept elevated following the 
reduction as an additional precaution. 

Weekly roentgen-ray examinations are made and when the swelling has 
subsided and a recurrence of the displacement is unlikely, the plaster cast 
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is removed. The patient is in the prone position on the operating table 
because such a cast is removed more easily by splitting the cast along the 
mid line of the calf rather than along the surface of the tibia in front. A 
walking cast is applied which is left on for eight to ten weeks or longer, 
in some cases. The patient should be admitted to the hospital for every 
change of cast and before he is permitted to bear weight, unsupported, on 
the part. Unsupported weight-bearing is usually not permitted for eight 
to twelve weeks following the injury and work demanding much use of 
the injured part, unsupported, is not considered advisable for three to six 
months after the injury. 

Correct reduction is imperative in order to prevent painful disability. 
Too many attempts at reduction are inadvisable because of the possibility 
of the development of acute posttraumatic bone atrophy. A short description 
of the mechanism of each of the following types of injuries is included: 
fractures due to lateral rotation of the foot; fractures due to abduction of 
the foot; and fractures due to adduction of the foot; fractures due to upward 
thrust of foot on the tibial supporting surface; and supramalleolar fractures. 
7 references. 8 figures. 


Kidney Complications in Fractures of Long Bones. 


C. M. Wexler and B. C. Schneiderova, Military Hospital, Chita, 
U.S.S.R. Khirurgyia, No. 3:76-80, 1945. 


A study of patients with extensive traumatic injuries of long bones 
complicated with purulent infections reveals that these patients frequently 
develop kidney complications in the form of nephrolithiasis and renal colic. 
The authors report 27 such cases, 24 soldiers wounded during the war, and 
3 patients who suffered traumatic injuries in peacetime. The patients 
ranged in ages from 22 to 32 years. None of them had ever had any kidney 
trouble prior to the injury. 

Twenty-five patients had open fractures of the long bones with exten- 
sive traumatization of the soft tissue. -Of the 27 patients studied, two-thirds 
suffered fractured femur, one-third fractured pelvic bones. Eighteen pa- 
tients developed osteomyelitis, 14 sepsis or toxic reactions. Union of bones 
and healing of the wounds progressed very slowly, consolidation of frag- 
ments taking between three and five months. Healing of the wounds and 
closing of the fistulas occurred in six to nine months. 

Symptoms of nephrolithiasis developed between the third and sixth 
months, when the patients began to walk, except in only 3 cases, where 
these symptoms developed earlier, during the first three months. The 
earliest symptoms were often dyspeptic in character, but later developed the 
typical clinical picture of renal colic, often with passing of kidney stones. 
Roentgen ray did not always show stones. Some cases presented the clini- 
cal picture of acute appendicitis and one was even operated upon. The 
urine invariably showed albumin, red and white blood cells, urates and 
oxalates. Three patients suffered prolonged anuria. Prognosis was usually 
good. 
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The authors cite the findings of Federov, Soloviev, Paul, and others 
who believe that nephrolithiasis and renal colic, among patients with in- 
fected complicated wounds and extensive traumatic injuries of soft tissues, 
are caused by: (1) hypersaturation of blood with calcium salts; (2) alimen- 
tary nutritional factors — diets rich in salts and purine bases often lead to 
oversaturation of urine with salts. Diet may change the reserve alkalinity 
of the blood, the pH of urine, which may stimulate formation of stones; 
(3) insufficiency of vitamins, especially A, C and D. 

The authors do not believe that sulfonamide preparations may cause 
nephrolithiasis in cases of trauma of the long bones; in their cases, sulfona- 
mide preparations were seldom used and only in small doses. Six clinical 
cases are presented. 


Internal Fixation of Trochanteric Fractures of the Femur: Report of 
103 Consecutive Cases. 


Robert M. O’Brien, James C. Shy and Norbert J. Bublis, St. Louis 
University and St. Louis City Hospital, St. Louis, Mo. J. Bone & Joint 
Surg. 28:791-97, October 1946. 


The results of 103 cases of trochanteric fracture of the femur are given. 
Blade plate fixation was used. Local anesthesia seemed to produce a more 
shocking operation, and the mortality was higher. Seventy-four per cent 
had excellent results. Exercises were begun on the first day after the opera- 
tion. 5 references. 1 table. 5 figures. 


A Study of Supination and Pronation: With Especial Reference to the 
Treatment of Forearm Fractures. 


James Patrick, Glasgow Royal Infirmary, Glasgow, Scotland. J. Bone 
& Joint Surg. 28:737-48, October 1946. 


The movement of the radius around the ulna is comparable to the 
movement of the handle of a bucket. Excision of the whole head of the 
radius is better than excision of only a portion of the head. When a frac- 
ture of the radius is reduced and plated, the ulna is usually stable. Six 
thousand cases of fractures of the forearm were studied with regard to loss 
of function. 1 reference. 12 figures. 


End Results of Bone-Grafting for Non-Union of the Carpal Navicular. 


Gordon Murray, Toronto, Ont., Canada. J. Bone & Joint Surg. 28: 
749-56, October 1946. 


The results of bone-grafting 100 cases of nonunion of the carpal 
navicular are reported. Cortical bone, usually from the tibia, was used 
because of its quality of strength and the fact that it could be easily chiseled 
into the proper shape. Splinting should be continued until roentgen-ray 
evidence of union is found. Impaction after the graft was in place was 














388 QUARTERLY REVIEW OF SURGERY 





found to be necessary. It is important to graft these cases of nonunion to 
prevent the development of arthritis of the wrist. Of the 100 cases, bony 
union occurred in 96. 1 reference. 1 table. 4 figures. 


An Operation for Non-Union of Fractures of the Carpal Navicular. 


Milton C. Cobey and Richard K. White, Washington, D.C. and Phila- 
delphia, Pa. J. Bone & Joint Surg. 28:757-64, October 1946. 


Using a dorsal exposure, three peg grafts are removed from the radius 
and driven into the carpal navicular bone. A cast is applied for six weeks 
and a check is made on the healing. Union occurred in the 6 cases reported, 
although the length of time in the cast is variable. 6 references. 2 tables. 
7 figures. 


Gangrene Following Fracture Treated with Heparin, Papaverine, and 
Intermittent Venous Occlusion: Report of a Case. Reasons for Using 
Heparin. 


Jay McLean and A. Beaumont Johnson, Columbus, Ohio. Surgery 
20:324-30, September 1946. 


Report is presented of a case of gangrene following fracture of the 
right ankle which was successfully treated with heparin, papaverine hydro- 
chloride and intermittent venous occlusion. Treatment was commenced 
one hundred and twenty-five hours after injury and improvement began 
after three days even though the gangrene had been so severe that cure 
appeared quite improbable. Intermittent venous occlusion was adminis- 
tered for forty-five minutes every four hours for sixteen days. Papaverine 
was given in 4 grain doses, at first every four and later every six hours for 
a total of 7% grains. A solution of 400 mg. of heparin in 40 cc. of saline 
solution was added to 1000 cc. of Ringer’s solution and given at a rate of 
25 drops a minute over seven days. A total of 4.625 Gm. of heparin was 
administered. 4 references. 1 table. 8 figures. 


REFERENCES TO CURRENT ARTICLES 

A New Method of Bone Plating. H. Leslie Wenger, New York, N. Y. Surgery 
20:541-47, October 1946. 

External Skeletal Fixation of Fractures. Irvin H. Scott, Mary Sherman Hospital, 
Sullivan, Ind. Am. J. Surg. 72:723-33, November 1946. 

The Treatment of Compound Fractures in the Italian Campaign. Barbara B. Stim- 
son, College of Physicians and Surgeons, Columbia University, Presbyterian Hos- 
pital and Vanderbilt Clinic, New York, N. Y. Ann. Surg. 124:435-42, August 
1946. 

Total Excision of the Patella for Fracture. Report of Fourteen Cases. W. Russell 
MacAusland, Boston, Mass. Am. J. Surg. 72:510-16, October 1946. 


Treatment of Nonunion of the Carpal Navicular Bone. C. J. Sutro (Lt. Col., M.C., 
A.U.S.). Surgery 20:536-40, October 1946. 
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45. Dislocations 


Acute, Complete Acromioclavicular Dislocation. 


George Hammond and G. Clare Bishop, Guthrie Clinic and Robert 
Packer Hospital, Sayre, Pa. Guthrie Clin. Bull. 16:56-61, October 1946. 


Three cases of acute complete acromioclavicular dislocation are re- 
ported, in which a modification of the operative method of fixation described 
by Bosworth was used, with good results. Conservative strapping, casts or 
combinations have not proved satisfactory for treating the complete disloca- 
tion; fixation of the joints by wires may injure the joint surfaces or allow 
infection along the pin tracts and migration of the wires; and open reduction 
and reconstruction of the torn ligaments with strips of fascia lata is not 
warranted. In contrast, this operative technic is simple, making retention 
of the reduction easy and shortening the convalescent period. 

The operation consists of passing an ordinary wide-pitch bone screw, 
with stainless steel washer, through the clavicle into the coracoid process, 
thus suspending the scapula from the clavicle. The first drill hole can be 
made “blindly” through a 34 inch incision over the clavicle immediately 
above the coracoid process; the screw is tightened into the coracoid (thus 
drawing the clavicle downward) sufficiently to maintain reduction without 
preventing normal motion of the acromioclavicular joint. The open method 
of reduction and screw insertion is believed preferable to the “closed” pro- 
cedure of Bosworth, since it permits direct observation and opportunity to 
repair the torn ligaments. No external fixation is required, and the patient 
may use the hand and arm for everything except lifting and pulling until 
the ligaments have healed; the screw is not removed unless indicated. 4 
references. 7 figures. 


Lesions of the Musculotendinous Cuff of the Shoulder: III. Observa- 
tions on the Pathology, Course and Treatment of Calcific Deposits. 


H. L. McLaughlin, Presbyterian Hospital and College of Physicians 
and Surgeons, Columbia University, New York, N. Y. Ann. Surg. 124: 
354-62, August 1946. 


Calcific deposits in the shoulder remain quiescent while buried in 
tendon, and become painful when particles penetrate the tendon, the degree 
of pain appearing to be correlated with the amount of deposit irritating the 
floor of the subdeltoid bursa. The location of the deposit also determines 
the character of pain, deposits on the subscapularis tendon remaining quies- 
cent until acute attacks, those on the posterior portion of the infraspinatus 
producing sharp catches of pain on certain motions only, and those in the 
supraspinatus or anterior portion of the infraspinatus tending to produce a 
constant ache aggravated by motion, the last being attributed to the constant 
tension by gravity and the crushing against the acromion on most gleno- 
humeral motions. 
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Mild attacks of pain, it is suggested, tend toward elimination of the 
deposit by phagocytizing small amounts of the deposit. Needling procedure 
is suggested for most acute conditions warranting curative therapy, consist- 
ing of puncture of the tense deposit and aspiration under local anesthesia. 
For multiple deposits in acute inflammatory shoulders and for indicated 
chronic conditions, operative removal is recommended. Since eventual 
spontaneous recovery is reasonably certain, in many of these cases, purely 
palliative therapy is often all that is warranted. 3 references. 1 figure. 


A Surgical Procedure for Repair of Recurrent Dislocation of the 
Shoulder Joint: A Preliminary Report. 


Edward H. Crosby (Capt., M.C., U.S.N.R.). J. Bone & Joint Surg. 
28:809-12, October 1946. 


A procedure is described in which the long head of the biceps tendon is 
transferred from the supraglenoid tubercle to the acromion process. The 
shoulder is immobilized in a sling and a modified Sayre’s bandage for three 
weeks and then gradually increasing exercises are begun. Operations in 32 
cases are recorded. Of the 30 men, 27 returned to full combat duty. 2 
figures. 


Complete Dislocations of the Acromioclavicular Joint: The Nature of 
the Traumatic Lesions and Effective Methods of Treatment with an Analysis 
of 41 Cases. 


Marshall R. Urist (Major, M.C., A.U.S.). J. Bone & Joint Surg. 
28 :813-37, October 1946. 


The acromioclavicular articular surfaces vary in size and form. In the 
mechanism of production of dislocation, it is noted that usually a blow forces 
the scapula downward and backward. Treatment is by conservative methods 
or surgical procedures. A plaster of paris jacket with plaster around the 
arm on the affected side and a rubber tube section over the shoulder forcing 
it down was used in some cases. Out of 15 cases treated 12 returned to full 
duty. Two underwent surgery at a later date. Surgical methods consist of 
arthrotomy and internal fixation, arthrodesis, coracoclavicular screw fixation, 
syndesmoplasty, ligamentopexy, skeletal traction and excision of the outer 
end of the clavicle. The most satisfactory method of surgical treatment was 
the excision of the outer end of the clavicle. This method combines sim- 
plicity with a minimum amount of hospitalization, and works well in com- 
plicated cases. Conservative methods can be expected to correct about 80 
per cent of the cases. 101 references. 5 tables. 14 figures. 
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Obstetrical Dislocation of the Hip Associated with Fracture of the 
Femur. 

Eduardo Alcivar Elizalde, Guayaquil, Ecuador. J. Bone & Joint Surg. 
28:838-41, October 1946. 


Two cases are reported of fracture-dislocations of the hip caused by 
forcible maneuvers during birth. Both were breech deliveries. Treatment 
consisted of reduction by the Lorenz procedure and immobilization. Pa- 
tients developed a normal gait later in life. 4 references. 2 figures. 


Recurrent Dislocation of the First Carpometacarpal Joint Repaired by 
Functional Tenodesis. 


Otto C. Kestler, New York Polyclinic Medical School and Hospital, 
New York, N.Y. J. Bone & Joint Surg. 28:858-61, October 1946. 


The tendon of the extensor pollicis brevis was threaded through drill 
holes in the first metacarpal and the greater multangular, and reunited. 
This procedure served to prevent further dislocations. It is possible that 
the abductor pollicis longus muscle could also be used. 3 references. 5 
figures. 


REFERENCES TO CURRENT ARTICLES 
Dislocations. James J. Callahan, Chicago, [Ill. J. A. M. A. 132:440-42, Oct. 26, 
1946. 


Subacromial Dislocation of Shoulder. A. McEwen Smith, Edinburgh Royal In- 
firmary, Edinburgh, Scotland. Brit. M. J. 4479:694-95, Nov. 9, 1946. 


46. Bones 


Dyschondroplasia. 
Isidore Cohn, New Orleans, La. Ann. Surg. 123:673-87, April 1946. 


A report of 10 cases of dyschondroplasia, observed for periods varying 
from fifteen to twenty-five years, is presented. Dyschondroplasia is a 
hereditary retardation phenomenon which affects the shafts of long bones 
particularly near the ends of the diaphysis. The epiphyses are not primarily 
affected. The shafts of the metacarpals and phalanges are affected. 

There is apparently no sex difference. The condition may be limited 
to a single bone, particularly the radius, giving rise to Madelung’s deform- 
ity. It may be unilateral. It is progressive only up to complete ossification. 
Roentgenographic evidence is not seen during the first few months of life. 
True cases manifest partial or complete dissociation phenomena. Where 
partial retardation alone exists, exostoses have been noted, and where total 
retardation exists, long or wide metaphyses are noted. Only the bones 
formed in cartilage appear to be involved. The joints suffer little or no 
disturbance in function. 
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Surgery should be avoided during early growth as it may favor shorten- 
ing of the limb. Only pedunculated masses which interfere with motion or 
function should be removed. 11 references. 27 figures. 


Osteoid Osteoma. 


W. M. Weeden (Col., M.C., A.U.S.) and J. J. Oliva (Capt., M.C., 
A.U.S.). Am. J. Surg. 71:558-59, April 1946. 


In 1935 Jaffe gave the first description of osteoid osteoma. Five years 
later (1940) he and Lichtenstein reported 33 cases and in 1944 Lewis 
reported 11 cases. Jaffe and Lichtenstein’s cases had rather wide skeletal 
distribution, exclusive of ribs, innominate bones and skull. The lesion is a 
small benign slowly growing osteogenic tumor, composed of osteoid tissue 
which later becomes calcified and converted into hypercalcified atypical bone. 
This nidus characteristically produces an excessive bone reaction about it so 
that, as it progresses, this sclerotic new bone formation may obscure the 
nidus on the roentgenogram. 

The history is that of localized pain which becomes increasingly severe 
and may in time interfere with sleep. Local swelling, limp, stiffness and 
weakness may be present. The patient has a tendency to protect the affected 
part against trauma. A differential diagnosis must be made between bone 
abscess and chronic osteomyelitis, the most frequent diagnosis being “chronic 
sclerosing nonsuppurative osteomyelitis.” It has been diagnosed also as 
osteoma, syphilitic osteoperiostitis and sclerosing osteogenic sarcoma. While 
the diagnosis is usually made on the roentgenogram the condition should be 
suspected clinically when the patient is a young adult presenting localized 
bone pain of some months’ duration. A palpable tumor mass of bony con- 
sistency may be there. The lack of local heat or redness and of systemic 
findings of infection as demonstrated by fever, abnormal blood count and 
increased sedimentation rate, should bring this condition to mind. 

The authors report a case in a white male, age 27 years, with pain in 
right forearm (October 1943). He was advised that he had a small bone 
tumor, but surgery was not recommended, and he was sent overseas. On 
Nov. 18, 1944, a roentgenogram was taken and it was diagnosed as osteoid 
osteoma. Operation was performed Nov. 25, 1944, at which time the 
tumor was removed along with cortical bone down to the medullary cavity. 
The nidus was not identified as such. Laboratory examination revealed the 
pathologic diagnosis as osteoma. The patient made an uneventful recov- 
ery. A roentgenogram taken Jan. 26, 1945, showed no evidence of re- 
currence. 3 references. 2 figures. 


Paget’s Disease: A Statistical Study of 82 Cases. 

Frank W. Newman, Philadelphia, Pa. J. Bone & Joint Surg. 28:798- 
804, October 1946. 

The alkaline-phosphatase determination is the most useful of labora- 
tory procedures used in making the diagnosis of Paget’s disease. In the 























QUARTERLY REVIEW OF SURGERY 393 





roentgen ray picture, the bone changes must be differentiated from meta- 
static new growths. The prognosis in fractures is generally good. Roent- 
genotherapy may be used to relieve pain, and magnesium carbonate along 
with a diet low in calcium is used. 13 references. 4 tables. 1 figure. 


Non-union of the Ischial Tuberosity Associated with Epiphysitis Verte- 
brae: Report of a Case. 


Walter Scott (Lt. Comdr., M.C., U.S.N.R.). J. Bone & Joint Surg. 
28 :862-64, October 1946. 


A 22 year old white male was found to have a failure of the secondary 
ossification center of the ischium to unite with the diaphysis, and also an 
osteochondritis of the thoracic spine. Also present was a shortened leg, due 
to a short femur, of undetermined origin. This rare finding may be due 
to an osteochondritic dysfunction. 1 reference. 3 figures. 


Skin-Grafting in the Treatment of Osteomyelitic War Wounds. 


Robert P. Kelly (Lt. Col., M.C., A.U.S.), Ashford General Hospital, 
White Sulphur Springs, W.Va. J. Bone & Joint Surg. 28:681-91, October 
1946. 


Skin-grafting as a part of planning to bring about the rapid healing 
of osteomyelitic areas was proven to be an advancement during World War 
Il. The adequate preparation of the site for the graft is necessary to the 
success of the take. Areas of saucerization must be smooth and free from 
infection. Four days after saucerization, the area is inspected, and if the 
gross appearance of the granulation tissue is good, free skin-grafting is 
carried out. A thin graft works better than one that is thick. A good thick- 
ness is 0.016 inch. Later pedicled flaps may be utilized to give a suitable 
surface. Dead space is eliminated before the take can be assured. Fat has 
been used in some cases to eliminate dead space, and methyl! methacrylate 
has also been utilized. Immobilization is a necessary factor to make the 


graft take, and the pedicle must be planned to allow an adequate blood 
supply. 


March Foot in a Seven-Year-Old Child. 


Harold M. Childress, Jamestown, N. Y. J. Bone & Joint Surg. 28: 
877, October 1946. 


A case is reported of march fracture in a 7 year old boy. A roentgeno- 
gram shows a fusiform area of proliferative periosteal bone with a fracture 
line in the second metatarsal. There was no history of trauma. Treatment 


was bed rest and then a combined longitudinal and metatarsal arch of sponge 
rubber. 
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Fibrous Dysplasia of Bone. 


Henry L. Jaffe, Hospital for Joint Diseases, New York, N. Y. Bull. 
New York Acad. Med. 22:588-604, November 1946. 


In fibrous dysplasia of bone, the interior of the affected bone is filled 
with tissue that is fundamentally fibrous connective tissue; it may be gritty 
throughout, from the presence of newly formed trabeculae of immature 
bone; or it may show areas of collagenous tissue with few if any bone 
trabeculae; in some cases areas of hyaline tissue may also be present. Occa- 
sionally there are areas of necrosis or hemorrhage into the tissue, which 
may result in the formation of secondary cysts. The lesion may involve one, 
several or many bones. If there are multiple lesions, they are predominantly, 
if not exclusively, on one side of the body. If a number of bones are in- 


volved, they are frequently the bones of one limb bud, usually of a lower 
limb. 


The roentgenographic appearance of the lesions depends upon the 
character of the tissue in the interior of the bone, and its effect on the cortical 
bone, especially the degree to which the bone contour has been altered by 
erosion of the cortex, whether ridges have developed on the inner aspect of 
the cortex, whether new bone has been formed in the connective tissue sub- 
stratum of the lesion, or whether there is any cystification. In cases where 
the connective tissue has undergone extensive ossification, the roentgeno- 
graphic shadow resembles ground glass or spirals of smoke. 

In cases of fibrodysplasia of bone, abnormal cutaneous pigmentation is 
sometimes present, but is not seen in all cases. In some cases both skeletal 
growth and skeletal maturation are accelerated (skeletal precosity); in a few 
cases, especially in females, there are symptoms of sexual precosity. But 
none of these conditions are necessarily a part of the clinical syndrome of 
fibrous dysplasia of bone. 

The author’s experience indicates that even when fibrous dysplasia of 
bone is first discovered in adult life, the lesion in reality dates back to child- 
hood. Lesions which have been standardized for years may suddenly show 
active growth, causing symptoms, when the lesion has evidently been present 
for decades. In 1 case reported, the patient was first seen at the hospital 
when 35 years old; her first symptom referable to the skeleton was noted at 
the age of 27 years when a lump developed on the left side due to fibrodys- 
plasia of the left rib. Removal of the affected portion of the rib relieved 
symptoms for two years, but subsequent involvement of the vertebrae and 
other ribs necessitated multiple operations. Microscopic examination of 
many tissue blocks from the mass removed at the last operation showed no 
evidence of sarcoma, but typical lesions of fibrous dysplasia of bone. The 
patient has been well for one and one-half years since this last operation. 
In 1 case recently seen by the author, dysplasia involved the bones of the 
right lower limb, and osteogenic sarcoma developed in the fibrodysplastically 
involved tibia. The limb was amputated and a longitudinal half of the 
femur, tibia and fibula studied grossly and microscopically. All these bones 
showed sclerotized fibrous dysplasia lesions; even in the region of the 
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junction of the sarcoma and fibrodysplastic tissue in the tibia, there was no 
evidence of presarcomatous transformation of the latter. 

Determination of serum alkaline phosphatose activity in cases of fibrous 
dysplasia of bone has shown that in some cases the value is hardly above 
normal, but in other cases as high as 17 to 20 Bodansky units. The serum 
calcium value is never above normal, which serves to distinguish fibrous 
dysplasia of bone from hyperparathyroidism. 15 references. 4 figures. 


Leontiasis Ossea. 


William Tennent, Selly Oak Hospital, Birmingham, England. Brit. 
J. Radiol. 19:388-91, September 1946. 


Leontiasis ossea may be the result of a low grade infection which pro- 
duces a chronic creeping periostitis. The early age of onset in most of the 
cases is probably significant, and it is possible that the disease may be a form 
of the diffuse sclerosing osteomyelitis of Garré, which in this form is local- 
ized to the face and skull. Features common to both diseases include the 
age of onset, chronicity, sclerosing nature of the disease, its limitation to 
cortical bone, the absence of sequestrum formation or bone destruction, and 
arrest at the natural lines of periosteal fixation. The fact that both maxilla 
and mandible are usually involved simultaneously is against the chronic 
infection theory. 

In the differential diagnosis, acromegaly may be ruled out by the 
absence of change in the digits and by the obliteration of the frontal sinus 
seen in the roentgenogram. In Paget’s disease the age of onset is different 
and the blood phosphatase is raised rather than being normal. The radio- 
graphic findings in the skull may resemble Paget’s disease. In the latter, 
however, the sutures become obliterated, the disease is not limited to the 
frontal bone, and arrest at the periosteal attachment to the sutures is not 
characteristic. 

An illustrative case history in a 47 year old female is described. The 
radiologic changes were confined to the left side except for the mandible 
and frontal bones. 6 references. 4 figures. 


The Bone Changes of Leukemia in Children. 


Bernard §. Kalayjian, Peter Herbut and Lowell A. Erf, Jefferson 
Hospital, Philadelphia, Pa. Radiology 47:223-33, September 1946. 

The clinical, radiologic, hematologic and pathologic findings in 2 cases 
of proved lymphatic leukemia in children are presented. 

The clinical findings in this condition may be indefinite, and may sug- 
gest rheumatic fever, infectious mononucleosis, multiple myeloma, typhoid 
or paratyphoid fever, brucellosis, and other diseases rather than leukemia. 
The peripheral blood picture may be misleading. The presence of intract- 
able bone pain with no evidence of other diseases requires roentgen investi- 
gation of the long bones in children. The frequency of definitive changes 
is much higher than in adults. 
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The roentgen signs of leukemic bone changes may be nonspecific and 
variable. They include signs of bone destruction, expansion of the marrow 
cavity, atrophy of the cortex, loss of minerals, and periosteal elevation with 
new bone formation along the shafts of the long bones which appears as a 
linear area of increased density parallel to but separated from the shaft. 
The new bone may be smooth in outline and fairly uniform in density or it 
may be irregular. Several bones are usually involved and complete skeletal 
studies should be made. The diagnosis may be made quite certain by addi- 
tional evidence in smears of material from a sternal marrow puncture. 22 
references. 12 figures. 


Panner’s Metatarsal Disease: A Condition of Aseptic Necrosis Simulat- 
ing March Fracture. 


R. E. Van DeMark (Major, M.C., A.U.S.) and P. V. McCarthy 
(Col., M.C., A.U.S.). J. Bone & Joint Surg. 28:842-44, October 1946. 


Aseptic necrosis of the metatarsal head can cause a roentgen-ray ap- 
pearance similar to a march fracture. It is important to differentiate the 
two entities, because of prognosis and treatment. Panner’s disease may be- 
gin in adult life. It does not respond to an ambulatory type of treatment. 
7 references. 7 figures. 


The Management of Penetrating Wounds and Suppurative Arthritis 
of the Knee Joint in the Mediterranean Theater of Operations. 


Oscar P. Hampton (Col., M.C., A.U.S.), Washington University, St. 
Louis, Mo. J. Bone & Joint Surg. 28:659-80, October 1946. 


The management of penetrating wounds of the knee joint must take 
into consideration an attempt to prevent infection and restore the joint to 
normal function as soon as possible. Under conditions in the forward area, 
it was necessary to adequately cleanse and irrigate the wounds, remove de- 
vitalized tissue, suture the synovial membrane, and administer penicillin. 
At times the joint capsule also was closed. Immobilization was carried out 
by means of a single hip spica or a Tobruk splint. Twenty-four to forty- 
eight hours after this treatment, the point was aspirated, irrigated and filled 
with penicillin solution. 

At base hospitals further definitive and reparative surgery was carried 
out. Wounds potentially infected were again opened and a more careful 
debridement accomplished. Secondary suture of the wounds with skin 
closure was done here, and after about ten to fourteen days following this 
procedure, immobilization was discontinued and joint motion started. 

In a few severe, badly infected cases joint resection was indicated. 


The above plan gave excellent results with a minimum period of hospitaliza- 
tion. 
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REFERENCES TO CURRENT ARTICLES 

Arrest of Growth of the Epiphyses. John T. Hodgen and Charles H. Frantz, 
Blodgett Memorial Hospital, Grand Rapids, Mich.. Arch. Surg. 53:664-74, 
December 1946. 

Combined Roentgen Radiation and Surgical Treatment of Large Benign Giant Cell 
Tumors of Bone. G. Edmund Haggart and Hugh F. Hare, Lahey Clinic, Boston, 
Mass. Ann. Surg. 124:228-44, August 1946. 

Old Clavicular Pseudarthrosis with Late Appearing Neuralgias and Vasomotor Dis- 
turbances Cured by Operation. H. Stren, Oslo, Norway. Acta chir. Scandinav. 
94:187-92, Fasc. 1-2, 1946. 

The Management of Osteomyelitis Secondary to War Wounds. K. Armand Fischer, 
Louisville, Ky. Surg. Gynec. & Obst. 83:507-12, October 1946. 


47. Joints 


Wrist Injuries in Service Patients. 


F. Pygott (Lt. Col., G.H.Q., M.E.F.). Brit. J. Radiol. 19:381-82, 
September 1946. 


An analysis of recent bone injuries to the wrist in 331 male service pa- 
tients is presented. 

There was a high proportion of scaphoid injuries (40 per cent), which 
conforms to general experience. True Colles fracture was relatively rare 
(10 per cent), whereas fractures of the lower end of the radius involving the 
wrist joint were more than three times as common. Fractures of the lower 
end of the radius and scaphoid were associated only infrequently (5 per 
cent). Dislocations or fracture dislocations of the semilunar and scaphoid 
formed only. 3 per cent of the total but were the most difficult to treat. 
Bennett’s fracture formed less than 10 per cent of the total. Fractures of 
other carpal bones occurred in 10 per cent of the cases and triquetral fractures 
accounted for half of these. The hamate was not represented. 


Displacement of Medial Epicondyle of Humerus into the Elbow Joint. 

Frederick M. Smith, Presbyterian Hospital and College of Physicians 
and Surgeons, Columbia University, New York, N. Y. Ann. Surg. 124: 
410-25, August 1946. 


In 21 cases of fractures of the epiphysis of the medial epicondyle of the 
humerus with displacement into the elbow joint, operated upon and fol- 
lowed up for periods up to eight years, the most important factor in the 
speed and completeness of return of function is thought to be the length of 
time of immobilization after operation, the best results being those where 
immobilization was for less than two weeks, in a posterior moulded plaster 
splint or a sling. All cases were operated upon with good results, the only 
detectable deformity being slight enlargement or irregularity of the medial 
epicondyle, which does not impair function or cause discomfort. 13 refer- 
ences. 2 tables. 8 figures. 
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A Study in Articular Replacement. 


S. 8. Hudack, College of Physicians and Surgeons, Columbia Univer- 
sity, and Fracture Division, Presbyterian Hospital, New York, N.Y. Ann. 
Surg. 124:277-87, August 1946. 


Experiments in articular replacement were carried out on the shoulder 
joint of 6 dogs, chrome-nickel-steel alloy being used, though vitallium is 
now considered more suitable. The objectives sought in fixation of the 
donor element were attainment of maximum weight-bearing surface in the 
host tissue, some adaptability of position to the host tissue, minimum injury 
to the circulatory supply, and maintenance of normal dynamic balance of 
motor forces. The flanged nail fixation was adopted. In 1 case presented 
in detail, there was full weight bearing and normal gait within three months 
of operation, but examination revealed reduction in motion in all planes by 
10 per cent. Five years later, though ordinary movements appeared free 
and normal, examination showed increased restriction in motion and there 
was clinical indication of a degenerative arthritis. 5 references. 10 figures. 


REFERENCES TO CURRENT ARTICLES 

A Case of Bilateral Habitual Luxation in the Posterior Part of the Shoulder-Joint. 
Adolf Mdllerud, Coast Hospital, Stavern, Norway. Acta chir. Scandinav. 94:181- 
86, Fasc. 1-2, 1946. 

A New Method of Arthrodesis in Arthritis Deformans Coxae. Andre Karlen, 
Karolinska Institute, Stockholm, Sweden. Acta chir. Scandinav. 94:168-70, Fase. 
1-2, 1946. 

Arthrodesis of Subtalus and Midtarsal Joints of the Foot. Historical Review, Pre- 
operative Determinations and Operative Procedure. R. Plate Schwartz, University 
of Rochester School of Medicine and Dentistry, Rochester, mm Bx Surgery 20:619- 
35, November 1946. 

Pneumococcal Arthritis. Joseph Hersh, Pittsburgh, Pa. Am. J. Surg. 72:748-49, 
November 1946. 

Two Operated Cases of Ankylosis Cubiti Congenita. H. Stren, Oslo, Norway. Acta 
chir. Scandinav. 94:65-74, Fasc. 1-2, 1946. 


48. Tendons 


REFERENCES TO CURRENT ARTICLES 
Tendon Transplantation in the Hand. Hans May, Philadelphia Academy of Surgery, 
Philadelphia, Pa. Surg. Gynec. & Obst. 83:631-38, November 1946. 


49. Amputations 


REFERENCES TO CURRENT ARTICLES 
Dermatolo; fale Aspects of Amputation Stumps. W: ilter Cc. Herold, Colorado Springs, 
Colo. Surgery 20:804-807, December 1946. 
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50. Traumatic Surgery 


REFERENCES TO CURRENT ARTICLES 
Accidents on the Farm. H. Herman Young and Ralph K. Ghormley, Mayo Clinic, 
Rochester, Minn. J. A. M. A. 132:768-71, Nov. 30, 1946. 
Blast Injury. R. Harold Draeger (Capt., M.C., U.S.N.) and W. W. Sager, Na- 
tional Naval Medical Center, Bethesda, Md. J. A. M. A. 132:762-67, Nov. 30, 
1946. 


51. Burns 


Burn Shock. Its Treatment with Continuous Hypodermoclysis of 
Isotonic Solution of Sodium Chloride into the Burned Areas: Clinical Studies 
in Two Cases. 


J.K. Berman, G. 8. Pierce and M. M. Best, Indianapolis, Ind. Arch. 
Surg. 53:577-87, November 1946. 


In a previous paper J: K. Berman reported the results of experimental 
studies on burn shock when treated with isotonic saline injected by hypo- 
dermoclysis into the burned area. These studies revealed the following 
significant facts: 

1. There is a loss of water and electrolytes chiefly salt, followed by 
plasma proteins into the burned area. 

2. This loss continues until tissue space pressure equals the hydrostatic 
pressure within the capillaries. Then reabsorption begins but in the reverse 
manner. That is, colloids are returned first by the lymphatics which behave 
as a semipermeable membrane. Then crystalloids are absorbed by the 
capillaries. 

3. The loss of plasma occurs earlier in the more severely (third degree) 
than in the less severely burned animals. 

4. Treatment by hypodermoclysis of isotonic salt solution into the 
burned area seems to decrease the amount of water and plasma lost and it 
facilitates the absorption of both. 

5. It is thus an autotransfusion of lost colloids and crystalloids, and in 
addition is a method for supplying quickly the great demand for salt by in- 
jured tissues. 

6. It makes possible the dilution and excretion of hypothetical toxins, 
helps control body temperature and prevents pulmonary edema and anuria. 

7. Human skin is not as loosely attached to the subcutaneous tissue as 
is that of the dog and therefore multiple injections would be necessary but 
much less solution would be needed to produce an intercellular hydrostatic 
pressure above that of effective capillary pressure. 

Recently this method of treatment was used in 2 patients who were 
burned extensively due to an explosion of a large tank filled with hot sodium 
hydroxide. One plasma transfusion (500 cc.) was given to each of the men. 
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Whole blood transfusions were used at strategic intervals. Although one 
patient (J.E.M.) died after forty days, the other, (M.H.P.) survived and 
is well. In both cases burn shock was controlled almost entirely by con- 
tinuous hypodermoclysis of physiologic saline. 

The first case was of a 41 year old white man who was burned over 72.5 
per cent of his body surface as estimated by the Berkow and the Lund- 
Browder methods. This man was treated by the continuous injection of 
physiologic saline solution into the burned areas during the first four days 
and then at strategic intervals throughout the course of his illness. He died 
on the fortieth day after his burns of burn toxemia and infection. The chief 
findings at postmortem were extensive liver necrosis, cerebral autolysis, and 
some tubular necrosis of the kidney. 

The second patient was burned over 71 per cent of his body surface. 
He received the same treatment described above. He recovered and is back 
at work. Asa result of our experimental work on dogs and the use of our 
method in the treatment of extensive burns we have come to the following 
conclusions: (1) the use of physiologic saline solution by continuous hypo- 
dermocylsis into the burned areas is strongly recommended in extensive 
burns for the treatment of burn shock and toxemia; (2) Isotonic saline 
solution by hypodermoclysis is useful during the granulation stage of burn 
wounds to eliminate infection and to stimulate healthy granulation tissue. 
6 references. 6 figures. 

Author’s abstract. 


The Effect of Atropine on the Gastric Secretion Following Thermal 
Trauma. 


H. Necheles, E. Prescott and William H. Olson, Michael Reese Hos- 
pital, Chicago, Ill. Surgery 20:382-84, September 1946. 


A report of observations of experiments on dogs to determine the effect 
of atropine on the gastric secretion following burns is presented. It was 
found that large doses of atropine had no effect on the volume or acidity of 
gastric secretion. This indicates that a histamine-like substance which affects 
gastric secretions is liberated by the burn and not abolished by atropine while 
gastric hypermotility is caused by a cholinergic mechanism which is abolished 
by atropine. These experiments also indicate that gastric motility and 
gastric secretion are activated by different mechanisms. These results in- 
dicate that both atropine and an antacid should be used in the treatment of 
burns to prevent vomiting, gastro-intestinal hemorrhages and ulcer. 6 ref- 
erences. 2 tables. 
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A Report on Trench Foot and Cold Injuries in the European Theater 
of Operations: 1944-1945. 


Octa C. Leigh (Major, M.C., A.U.S.), New York, N. Y. Ann. Surg. 
124:301-13, August 1946. 


In the treatment of “cold feet,” external heat, walking, and vigorous 
massage are avoided at the outset. Slow restoration of blood flow appears to 
avoid stasis in the capillary bed and subsequent skin necrosis, and elevation 
of the foot on pillows, cool dry environment, and pressure bandages over 
cotton have been helpful, whereas ointments, repeated massage or foot baths 
may injure the protective layer of epidermis and permit ingress of infection. 
After edema subsides, resumption of walking or exercise at earliest possible 
moment is important in avoiding deformities. 

The author cautions against amputation in the early stages except for 
gross secondary infection. Vasodilator drugs and lumbar sympathetic block 
did not relieve pain or hasten convalescense. Pathologic and physiologic 
changes were found to be similar in trench foot, frostbite, and immersion 
foot, though more severe in frostbite, where the basal germinal layer of 
epithelium is lost. 9 references. 2 tables. 6 figures. 1 chart. 


The Importance of Whole Blood Transfusions in the Management 
of Severe Burns. 


J.J. McDonald, E. F. Cadman and J. Scudder, Columbia-Presbyterian 
Medical Center, New York, N. Y. Ann. Surg. 124:332-53, August 1946. 


Ten cases suffering flame burns up to 80 per cent of body surface are 
presented. In severe burns, the changes in hemodynamics can be compared 
to those in massive hemorrhage plus additional loss of water and electro- 
lytes, rather than being the result simply of plasma leak. Whole blood 
transfusions are best suited to restoration of all deficits in the circulating 
blood, supplemented by administration of water and electrolytes by mouth. 
Sodium chloride solution with lactate or bicarbonate is preferred as an 
electrolyte mixture to sodium lactate solution alone. 21 references. 1 
table. 8 figures. 11 charts. 


REFERENCES TO CURRENT ARTICLES 
Fluid Therapy in Burns. John M. Guiss, University of Oregon Medical School, Port- 
land, Ore. Northwest Med. 45:488-91, July 1946. 

Importance of Sulfhydryl in the Treatment of Corneal and X-ray Burns. Arch 
Edward Cruthirds, Phoenix, Ariz. Am. J. Surg. 72:500-509, October 1946. 
The Anemia of Thermal Burns. Francis D. Moore, Wendell C. Peacock, Elizabeth 

Blakely and Oliver Cope, Boston, Mass. Ann. Surg. 124:811-38, November 
1946. 
The Surgical Treatment of Gangrene in Trench Foot. Harris B. Shumacker, Jr. 


(Lt. Col., M.C., A.U.S.), Baltimore, Md. Surg. Gynec. & Obst. 83:513-20, 
October 1946. 
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52. Shock 


The Effects of Hemorrhage on Tissue Metabolites. 


G. A. LePage, University of Wisconsin Medical School, Madison, Wis. 
Am. J. Physiol. 147:446-53, Nov. 1, 1946. 


Eleven rats dying of hemorrhage were frozen in liquid air at death 
and analyses made for adenosine triphosphate and metabolically related sub- 
stances in the brain, liver, kidney, skeletal muscle and heart. Brain samples 
contained appreciable amounts of adenosine diphosphate (ADP), glycogen 
and phosphocreatine and thus they were in relatively good condition. The 
same was true of heart samples, although, as in the brain, the inorganic 
phosphate and lactate were greatly elevated. The energy reservoirs of the 
muscle samples were also relatively well preserved. In contrast, in liver 
and kidney samples no adenosine triphosphate or ADP could be detected, 
and only two samples of liver or kidney (following acute blood loss) showed 
any glycogen. 7 references. 2 tables. 2 figures. 


Standardized Hemorrhagic Shock in the Guinea Pig. 


Christiane Dosne de Pasqualini, Buenos Aires, Argentina. Am. J. 


Physiol. 147:591-97, Nov. 1, 1946. 


The standardized method of producing hemorrhagic shock in the un- 
anesthetized guinea pig consists of letting the heparinized animal lose blood 
from a cannulated artery. The flow is not hampered by trying to impede 
its magnitude or duration. Once cardiorespiratory failure is imminent, 25 
percent of the bleeding volume is returned to the circulation and at the 
second collapse the remainder of the blood is transfused. The mortality 
rate for 32 unanesthetized animals was 94 per cent and 81 per cent for 21 
barbiturized guinea pigs. The latter animals lost more blood at a slower 
rate and survived longer. 10 references. 1 table. 


The Effect of Ascorbic Acid on Hemorrhagic Shock in the Guinea Pig. 


Christiane Dosne de Pasqualini, Buenos Aires, Argentina, Am. J. 
Physiol. 147:598-601, Nov. 1, 1946. 


Using the standardized method of producing hemorrhagic shock in 
guinea pigs, the effect of 100 or 200 mg. of ascrobic acid was determined. 
Of 17 animals not receiving the acid all but 2 died, but of 18 primed with 
ascorbic acid only | died. Thus the mortality for the controls was 94 per 
cent and only 6 per cent for the treated guinea pigs. The large doses of 
ascorbic acid used did not produce toxic effects. The survival time of the 
treated animal that died was twenty hours, while the average for 9 of the 
controls was four hours and for the other 6 it was from twelve to twenty 
hours. 11 references. 1 table. 
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Blood Loss in Operations: A Statistical Comparison of Losses as 
Determined by the Gravimetric and Colorimetric Methods. 


Ivan D. Baronofsky, Alan E. Treloar and Owen H. Wangensteen, 
University of Minnesota Medical School, Minneapolis, Minn. Surgery 20: 
761-69, December 1946. 


The replacement of blood lost at operation should be based on deter- 
mination of the amount of blood loss during the operation. The acid- 
hematin method of determining blood loss involves washing all sponges, 
linen, and instruments free of blood and cannot be carried out until after 
operation. At the University of Minnesota Hospital, a method of estimat- 
ing blood loss at the time of operation has been employed since 1942. Dry 
sponges are employed routinely during operation and are collected and 
weighed by a nurse so frequently that evaporation loss is reduced to a mini- 
mum. The sponges are of uniform weight and come from the autoclave 
at a constant level of dryness. The gain in weight in the sponge is con- 
sidered as blood loss, | Gm. being considered as 1 cc. It has been found 
that the use of dry sponges does not handicap the surgeon; moist sponges 
are used to cover the intestine to keep fibrin formation at a minimum, but 
these sponges are not weighed. 

Results obtained with a colorimetric method have been compared with 
those obtained by the gravimetric method described in 21 cases. The 
colorimetric determination was made postoperatively, when the sponges used 
during operation were washed. The method used was that of Gatch and 
Little modified by the use of Evelyn colorimeter for determining the mg. 
hemaglobin in the acid-hematin solution. It was found that there was a 
close correlation of the blood loss values as determined by these two methods 
in the test cases; the colorimetric value was on the average 10 per cent less 
than the gravimetric value, as might be expected from the method of extrac- 
tion of blood from the sponges for the colorimetric method. A deduction 
of somewhat less than 10 per cent from the blood loss as determined by 
the sponge weight is considered to give an acceptable determination of 
average blood loss. 

On the basis of determinations made by the gravimetric method in 
operations of various types, it has been found that the average blood loss in 
appendectomy, hernia and gallbladder operations, and operations on the 
large bowel is relatively small. In gastrectomy it approximates 500 cc., 
being much the same in operations for carcinoma and gastric ulcer. The 
greatest blood loss occurred in pneumonectomy and lobectomy, averaging 
1399 cc. The authors are of the opinion that while plasma is adequate to 
replace blood loss of 500 cc. or less, whole blood should be used if the loss 
exceeds 500 cc. 9 references. 10 tables. 2 figures. 
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Prognostic Signs in Experimental Hemorrhagic Shock. 


Otto Glasser and Irvine H. Page, Cleveland Clinic, Cleveland, Ohio. 
Cleveland Clin. Quart. 13:125-27, July 1946. 


Manifestations of shock were studied in 68 dogs in order to arrive at 
criteria by which prognosis in secondary hemorrhagic shock can be deter- 
mined. From 2.6 to 7.7 per cent body weight in blood was removed to 
produce the desired state of hypotension, and subsequently part or all of the 
removed blood was reinfused. Persistent drop of arterial pressure during 
the hypotensive period, causing blood to flow back into the animal from the 
siphon bottle, was found to be a bad sign. The more nearly normal the 
pressor response to adrenalin after reinfusion of blood the better was the 
prognosis. The larger the intake of blood during reinfusion to establish an 
arterial pressure of 100 mm. Hg, the poorer the chances at survival; about 
30 per cent less blood was required by surviving dogs than had been 
originally withdrawn. Judged by these three criteria, all 26 dogs receiving 
a bad prognosis died within ten hours. The survival rate for those with 
good prognosis was 71 per cent among 28 to whom ouabain was given after 
infusion, and 36 per cent among the remaining 14 who had not received 
ouabain. 2 figures. 


Ascorbic Acid Metabolism after Trauma in Man. 


W. A. Andreae and J. S8. L. Browne, McGill University Clinic, Royal 
Victoria Hospital, Montreal, Que., Canada. Canad. M. A. J. 55:425-32, 
November 1946. 


The daily urinary ascorbic acid excretion was followed in a group of 
21 acutely injured patients and in 4 normal controls. In all subjects, the 
daily intake of this vitamin was kept constant at 150 to 1000 mg. by supple- 
ments of crystalline ascorbic acid. Whole blood and white blood cell ascorbic 
acid determinations were carried out at intervals throughout the period of 
study. 

A low ascorbic acid excretion relative to the intake characterized the 
ascorbic acid metabolism of burn and fracture patients of this study during 
the period immediately after injury. The ascorbic acid content of whole 
blood decreased to very low values during the initial twenty-four hour 
after the injury in spite of the high ascorbic acid intake. The white cell 
ascorbic acid content was also low. After several days on a continuous high 
ascorbic acid intake, the patient’s ascorbic acid status changed from a state 
of depletion, caused by the acute injury, into a state of saturation which 
could be recognized by a simultaneous rise in the whole blood ascorbic acid 
content and in the ascorbic acid excretion. 

Various factors which could cause the low urinary ascorbic acid values 
observed after trauma were investigated, namely: (a) loss of ascorbic acid 
during storage of the urine before analysis; (b) excretion of ascorbic acid 
in the oxidized form, dehydroascorbic acid; (c) failure of absorption of 
ascorbic acid from the intestine; (d) impaired excretion immediately after 


























QUARTERLY REVIEW OF SURGERY 405 





injury; (e) retention of ascorbic acid in the edema fluid; (g) nutritional 
deficiency of ascorbic acid prior to the injury. None of these factors could 
account for the high retention relative to the intake. It appears that the 
abnormally high amount of ascorbic acid retained in these patients was either 
utilized or destroyed in the body after absorption. The period which 
elapsed before saturation was achieved depended primarily upon the amount 
of ascorbic acid administered and to a lesser extent upon the degree of 
injury. The total amount of retained ascorbic acid was independent of the 
dose. It was found that generally more ascorbic acid was retained after 
burns than after fractures. There is no indication from these studies that 
the high ascorbic acid intake affected the clinical progress of the patient. 

The role of ascorbic acid in wound healing and the possible association 
of ascorbic acid with cortical hormone synthesis were discussed. 35 refer- 
ences. | table. 4 figures. 

Author’s abstract. 


REFERENCES TO CURRENT ARTICLES 

Clinical Manifestations of Local Shock and the Treatment. James E. M. Thompson, 
Lincoln, Neb. Surgery 20:498-510, October 1946. 

Hemodilution Following Experimental Hemorrhage: Influence of Body Movement, 
of the Ingestion of Water and of Anesthesia Induced by Intravenous Administra- 
tion of Pentothal Sodium. Robert Elman and Harry Riedel, Washington Univer- 
sity School of Medicine and Barnes Hospital, St. Louis, Mo. Arch. Surg. 53:635- 
45, December 1946. 

Observations on the Dynamics of the Systemic Circulation in Man. Dickinson W. 
Richards, Jr., Columbia University, New York, N. Y. Bull. New York Acad. 
Med. 22:630-46, December 1946. 

Post-Operative Blood Changes with Regard to Shock. Svante Annersten and Egon 
Norinder, University of Uppsala, Uppsala, Sweden. Acta chir. Scandinav. 94 :320- 
42, Fasc. 3-4, 1946. 

Crush Injury Syndrome Following Prolonged ‘Tourniquet Action. Donald W. 
Atcheson (Major, M.C., A.U.S.), Riverside, Calif. J. Urol. 56:68-77, July 
1946. 


53. Transfusions 


REFERENCES TO CURRENT ARTICLES 
Clinical Experiences with Dextran as a Plasma Substitute. G. Bohmansson, H. 


Rosenkvist, G. Thorsen and O. Wilander, Central Hospital, Orebro, Sweden. 
Acta chir. Scandinav. 94:149-67, Fasc. 1-2, 1946. 
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54. Wounds 


War-Time Activities of the National Research Council and the Com- 
mittee on Medical Research; With Particular Reference to Team-Work on 
Studies of Wounds and Burns. 


John 8. Lockwood, Committee on Medical Research of the Office of 
Scientific Research and Development, Washington, D.C. Ann. Surg. 124: 
314-27, August 1946. 


Study of 1000 wound cases led to the conclusion that chemotherapeutic 
agents, though of great value in preventing invasive sepsis and death from 
infection following accidental wounds, will not prevent local infection where 
certain predisposing factors exist, such as extensive tissue trauma, incomplete 
debridement, improper closure with tension. Mention is also made of 
the abandonment of the tanning methods in favor of petrolatum gauze and 
padded pressure dressings for burns, and of the treatment of third-degree 
burns with dressings of pyruvic acid in starch paste, which frequently makes 
possible complete removal of burn slough within ten to twelve days and 
prompt coverage with skin grafts, thus minimizing the phase of suppuration 
and protein loss, and development of infections, scar tissue and contractures. 
6 references. 1 table. 


REFERENCES TO CURRENT ARTICLES 
Blood Cell Jel for Chronic Surface Ulcers. James G. Kanski, Buffalo, N. Y. Am. 
J. Surg. 72:580-82, October 1946. 
Gunshot. E. Eric Larson, Los Angeles, Calif. Am. J. Surg. 72:869-74, December 
1946. 
The Healing of Skin Defects: An Experimental Study on the White Rat. Gosta 
Lindquist, Stockholm, Sweden. Acta chir. Scandinav. 94:1-163, Suppl. 107, 1946. 


55. Military Surgery 


REFERENCES TO CURRENT ARTICLES 

Air Blast Effect in a Cave. W. B. Shelley (Capt., M.C., A.U.S.) and S. M. 
Horvath (Major, S.C., A.U.S.), Armored Medical Research Laboratory, Fort 
Knox, Ky. Surgery 20:493-97, October 1946. 

Battle Casualties from the Philippine Islands. Summary of Experience with Four 
Hundred and Forty Cases. Herbert Conway (Lt. Col., M.C., A.U.S.) and 
Kenneth B. Coldwater (Major, M.C., A.U.S.). Surgery 20:482-92, October 
1946. 
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56. Experimental Surgery 


(See Contents for Related Articles) 


57. Miscellaneous 


Pathology of Postanal Pilonidal Sinus: Its Bearing on Treatment. 

David H. Patey and R. W. Scarff, Middlesex Hospital, London, 
England. Lancet 2:484-86, Oct. 5, 1946. 

In a series of 23 cases of pilonidal sinus, treated at the Middlesex 
Hospital, there were only 2 in which the sinus was of undoubted develop- 
mental origin, both in women. In 1 of these 2 cases, there was a typical 
dermoid cyst extending between the rectum and the sacrum that was lined 
with skin, hairs, hair follicles and sebaceous glands; in the other there was a 
multilocular cyst at the same site that was known to have been present 
since birth; it contained skin and accessory skin structures, and cysts lined 
with columnar epithelium. Of the other 21 cases, only 8 of the pilonidal 
sinuses showed an epithelial lining; hairs were found in 10 cases; hair 
follicles were found in 6 cases, counting as positive every case in which 
there was a suspicion of a degenerated follicle; sebaceous glands were not 
found in any of this series. Neither an epithelial lining of the sinus track 
nor the presence of hairs in the track is conclusive evidence of developmental 
origin of polonidal sinus. Therefore, although there is evidence of the 
origin of a pilonidal sinus in a sequestration dermoid in a few cases, in most 
cases there is no definite evidence of such an origin. 

On the theory of the developmental origin of pilonidal sinus, recur- 
rences are attributed to failure to excise the primary track completely. But 
there are many recurrences that cannot be explained on this basis. The 
histology of the secondary track is often the same as that of the primary 
track, although in 1 of the authors’ cases, the primary track was lined with 
granulation tissue containing hairs, the secondary track, removed some years 
later, with epithelium, also containing hairs. 

Two other theories of origin of pilonidal sinus are suggested. The 
condition may be primarily due to an infection, with secondary entrance of 
hair and debris into the track; this theory is supported by the increased in- 
cidence of pilonidal cyst in the Services. Or pilonidal sinus may result from 
penetration of the skin by a hair, which may introduce both infection and 
epithelium; this may be of special importance in the causation of recurrent 
lesions. A case of pilonidal sinus in a barber’s hand has recently been 
treated; this was definitely attributed to hair penetrating the skin, while he 
was cutting a customer’s hair. 

Excision of the track will probably remain the standard method of 
treatment of pilonidal sinus, but emphasis should be placed on securing heal- 
ing of any chronic infective condition at the bottom of the fold. On account 
of the possible role of hairs, a preoperative epilation dose of roentgen ray 
should always be given. 15 references. 
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58. Book Reviews 


The Physiological Basis of Medical Practice: A University of Toronto 
Text in Applied Physiology. 


Charles H. Best and Norman B. Taylor. The Williams and Wilkins 
Company, Baltimore, Md. 1945. (4th ed.). $10.00. 

This has always been a highly desirable and popular textbook. The 
present edition has adopted the two-column style and has been entirely re- 
set. It is strictly up-to-date and carries the authority indicated by the 
prominence of the authors and the institution that they represent. 

The importance of the basic sciences in medical practice is stressed a 
great deal these days. Few books furnish such a complete bridge between 
the basic sciences and medical practice. Physiology, and to a lesser extent, 
physiologic chemistry, pharmacology, and biophysics are considered in this 
book. The text is indeed a true pathologic physiology, which with a knowl- 
edge of pathologic anatomy plus bacteriology is the basis of medical practice. 

Students who are entering clinical work should consult this book. 
Practitioners who read it will be astonished at how much new there is in 
physiology and its ancillary branches. Although it is doubtful if any physi- 
cian can have at his finger tips all the information included in Best and 
Taylor, to a large degree the extent of his familiarity with the subject mat- 
ter in this compendium is a guide to the quality of his work. 

The book is divided into sections. These include discussions of Blood 
and Lymph, Circulation, Respiration, Excretion, Digestion, Metabolism and 
Nutrition, Ductless Glands, Nervous System, and Special Senses. An exten- 
sive bibliography and a good index complete the volume. This book deserves 
its fifteen printings and one Spanish and two Portuguese editions. In the 
present day physiologic era in surgery, conscientious surgeons can ill afford 
not consulting this book. 


Urgent Surgery: Volume I. 


Julius L. Spivak. 572 Illustrations (14 in color). Charles C. Thomas, 
Springfield, Ill. 1946. $10.00. 


This book is another of Dr. Spivak’s prolific productions. It is an 
edited book, some of the contributions coming from foreign countries, and 
some of them from the United States. The chapters written by American 
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authors distinctly do not suffer by comparison with those by the foreign 
authors. 

The section on shock is not up-to-date. The discussion of theories of 
shock does not cite the important work done on fluid loss as long ago as 
1930. The section on anesthesia is also antiquated. In the discussion of 
intravenous anesthesia there is no citation of pentothal. The need for 
oxygen inhalations with intravenous anesthesia is not emphasized or even 
mentioned. The advice that intravenous anesthesia can be given by “any 
physician” would be dangerous to follow. 

The sections on abdominal surgery are distinctly superior. The dis- 
cussion of the pancreas by Dr. Warren Cole deserves perusal. The chart 
on page 358 of the sequelae of obstruction of the cystic duct is excellent. 
Dr. Spivak’s interest in esoteric procedures is evidenced by the seven pages 
devoted to splenopexy. In the excellent chapter on mesenteric vascular 
occlusion, the importance of the laboratory sign of hemoconcentration, and 
of the clinical sign of preternatural silence in the abdomen is not stressed. 

From the operative surgical standpoint, this book contains much to be 
recommended. When the authors venture into the field of physiologic 
changes in surgery, their descriptions are not so adequate. Despite the 
minor defects outlined above, this book contains much to be recommended, 
and when the second volume appears, a more adequate appraisal of the set 
as a whole may be obtained. 


59. Announcements 


Books and World Recovery. 


The desperate and continued need for American publications to serve 
as tools of physical and intellectual reconstruction abroad has been made 
vividly apparent by appeals from scholars in many lands. The American 
Book Center for War Devastated Libraries has been urged to continue 
meeting this need at least through 1947. The Book Center is therefore 
making a renewed appeal for American books and periodicals — for tech- 
nical and scholarly books and periodicals in all fields and particularly for 
publications of the past ten years. We shall especially welcome complete 
or incomplete files of publications on obstetrics and otorhinolaryngology. 

The generous support which has been given to the Book Center has 
made it possible to ship more than 700,000 volumes abroad in the past year. 
It is hoped to double this amount before the Book Center closes. The books 
and periodicals which your personal or institutional library can spare are 
urgently needed and will help in the reconstruction which must preface 
world understanding and peace. 

Ship your contributions to the American Book Center, c/o The Library 
of Congress, Washington, 25, D. C. freight prepaid, or write to the Center 
for further information. 
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The indications for the use of an antiseptic in the physician’s 
office are indeed many and varied . . . So much depends upon 
the efficacy of the antiseptic used that its selection becomes 
a matter of prime importance. 


Phe-Mer-Nite (a brand of phenylmercuric nitrate) is a 
dependable antiseptic. It is bacteriostatic in dilutions as high 
as 1:1,000,000; it destroys spore-forming organisms in dilutions 
as high as 1:37,500; it is so nontoxic and nonirritating that 

it may be used in dilutions as low as 1:1000. 


For routine use on the unbroken skin, Tincture Phe-Mer-Nite, 
1:3000, is the antiseptic of choice. The tincture is intended 
primarily for preoperative skin preparation ... For routine 

use in the treatment of abrasions, lacerations, infections, 

burns, and other skin lesions, Solution Phe-Mer-Nite, 1:1000, 
usually diluted further with four parts of water, is the anti- 
septic of choice. It is also used as a spray or gargle in 

infections of the nose and throat . . . The solution is effective 
even in the presence of blood, pus, or exudate. It is a depend- 
able agent for the sterilization of instruments and rubber gloves. 


Phe-Mer-Nite is a powerful bactericide—stable, odorless, 
nontoxic, nonirritating to the tissues—dependable in every 
procedure requiring antisepsis. 
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